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Reports on studies of in vitro activity of CHLOROMYCETIN over the past few years indicate that this 
antibiotic has maintained its effectiveness against most strains of staphylococci.'* “...Staphylococci 
do not acquire resistance to chloramphenicol [CHLOROMYCETIN] as they do to other antibiotics, in 


> 
. 


spite of heavy use of chloramphenicol [CHLOROMYCETIN].”! 


These in vitro studies are borne out by excellent clinical results with CHLOROMYCETIN in treatment 
of patients for severe staphylococcal infections, including staphylococcal pneumonia,’ postoperative 


wound infections,° postoperative parotitis,” and puerperal breast abscesses.® 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® of 250 mg., 
in bottles of 16 and 100. | 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated with 
its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with certain other 
drugs, adequate blood studies should be made when the patient requires prolonged or intermittent therapy. 

REFERENCES: (1) Royer, A., in Welch, H., & Marti-Ibaiiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 783. (2) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 101:397, 1958. (3) Koch, R., & Donnell, G.: California Med. 87:313, 
1957. (4) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M. A. J. 77:844, 1957. (5) Cooper, M. L., & Keller, H. M.: 


J. Dis. Child. 95:245, 1958. (6) Caswell, H. T., et al.: Surg., Gynec. & Obst. 106:1, 1958. (7) Brown, J. V.; Sedwitz, J. L., & Hanner, J. M.: 
U.S. Armed Forces M. J.: 9:161, 1958. (8) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. 
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ie Analysis of the Coes 
Of Blindness in Florida 


NATHAN S. Rusin, M.D. 
PENSACOLA 


This address marks a pioneering effort to ana- 
lyze the causes of blindness in Florida from an 
examination of the medical records of a segment 
of its blind population. Hitherto, all data have 
been derived from compilations* of doubtful value 
because information concerning causes was given 
by lay people, or from Social Security Bulletins 
which estimate the number of blind in the various 
states by an ingenious statistical formula. As of 
July 1, 1952, this formula estimated Florida’s 
blind to be 1 in 400.2 , 

In July 1937, when the Florida Legislature en- 
acted the laws which brought the present Blind 
Assistance Program into operation, a standard def- 
inition of blindness** was adopted, the fact of 
blindness was determined usually by an oph- 
thalmologist, and a medical record was made. 
These eye examination records, containing diag- 
noses and descriptions as complete as possible of 
the origin of the defective vision of all persons ap- 
proved for Aid to the Blind from 1947 to 1957, 
form the major basis for this analysis. Also in- 
cluded are eye records of a group of children who 
had sought the services of the Florida Council 
for the Blind during this same period. 

Since these medical records are derived almost 
altogether from persons at an economic level of 
indigency, and are limited in the number of 
youth, there may be some question as to how 
representative of the total blind population in 
Florida these data are. There can be no answer 
to that question until reporting of each case of 
blindness becomes mandatory. Until then, these 
indigent blind, who are estimated to comprise 
about one fourth of the total blind population, 
provide the only available records suitable for 


Read before the Florida Medical Association, Eighty-Fourth 
Annual Meeting, Bal Harbour, May 13, 1958. 

*Decennial U. S. population censuses from 1890 through 
1920 and from the National Health Survey of 1935. 

**A condition of eligibility for aid to the blind was based 
on the concept of economic blindness which is defined as loss 
of vision sufficient to cause inability to do effectively any kind 
of work, industrial or otherwise, in which sight is essential. 


study. Despite these limitations, the data in this 
report are believed to be an advance toward the 
goal of comprehensive statistics on the causes 
of blindness in Florida. 


Economic Blindness Defined 


In this study, the term blindness means eco- 
nomic blindness, which in ophthalmic measure- 
ments is a central visual acuity of 20/200 or less 
in the better eye with correcting lenses, or a con- 
traction of the peripheral field of vision to a widest 
diameter of not more than 20 degrees. The 
Standard Classification of Blindness (1957 Re- 
vision)* was used in this analysis. Though blind- 
ness may occur in each eye from different causes, 
the tables and charts included here relate spe- 
cifically to causes responsible for placing the per- 
son studied in the state of economic blindness. 


Incidence 


The population of 3,141 blind persons to 
which this report relates equals the total popula- 
tion of Lafayette County and is larger than any 
known previous study in which the cause data 
have been taken from actual medical records. 
Hillsborough and Duval counties equally sup- 
plied information on the largest number of blind 
recipients; next came Dade, Polk, Pinellas and 
Escambia counties, in that order, with all six 
providing one third of the state’s total number 
of 1947 to 1957 recorded blind recipients. In 
contrast, 27 counties—Baker, Bradford, Char- 
lotte, Citrus, Clay, Collier, DeSoto, Flagler, Frank- 
lin, Gilchrist, Glades, Gulf, Hardee, Hendry, Her- 
nando, Highlands, Jefferson, Lafayette, Liberty, 
Martin, Okeechobee, St. Lucie, Sarasota, Taylor, 
Union and Wakulla—contributed together only 
one per cent. Notwithstanding these differences, 
no one county had a predominating influence, 


*This Classification was developed by the present Committee 
on Statistics of the Blind maintained jointly by the American 
Foundation for the Blind and the National Society for the 
Prevention of Blindness. 
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though the Pinellas, Hillsborough, Polk counties’ 
area claimed 17 per cent of all of the blind recip- 
ients in the state. Everywhere, more men than 
women were receiving blind assistance, the pro- 
portion of males being 73 per cent; 1,716, or 54 
per cent, were white while 1,425, or 46 per cent, 
were Negro. Negroes appear to be overrepresent- 
ed when judged by their 21 per cent proportion 
of the population of Florida.* 

This study reveals that blindness is predomi- 
nantly a handicap of older persons, though the 
median age of the entire group in this study was 
approximately 49 ‘years, and for Negroes alone 
was 46 years, These figures reflect the absence 
of those blind in the economic levels above indi- 
gency, a group which presumably includes the 
senior citizens from other states who have emi- 
grated to Florida because of congenial environ- 
mental conditions. 

Of the total blind group, 77 per cent had less 
than 5/200 central visual acuity, while less than 
2 per cent had restricted visual fields. These 
would be rated by the Committee of the Council 
on Industrial Health of the American Medical 
Association as having greater than 95 per cent 
loss of visual efficiency. 


Causative Factors 


The site and type of affection categories listed 
in table 1 and represented pictorially in chart 1 
show that 782 cases of blindness involved the 
eyeball in general, with primary glaucoma ac- 
counting for two thirds of these, being present in 
479 adults and in 37 children, or in 16 per cent 
of the total blind. The national average in 1940 
was 10.5 per cent.2 There were more males (283) 
with glaucoma than females (233), while Negroes 
appeared to be especially susceptible. Negroes 
blinded by glaucoma numbered 348, or 67 per 
cent of the glaucoma blind, with Negro women 
(191) outnumbering Negro men. This predomi- 
nance of Negroes adds some weight to the theory 
advocated by Koeppe* that pigment deposition 
in the trabecular meshwork of the anterior cham- 
ber angle has a significant causal relationship 
to the increased intraocular pressure of glaucoma. 

Structural anomalies and general degenerative 
changes, particularly developmental defects or 
malformations and atrophy or other breakdown of 


*World Almanac (1958), published by the New York 
World-Telegram and Sun, indicated the population of Flor- 
ida to be 2,771,305 at the time of the 1950 census, with 605,254 
Negroes. The Florida Hand Book (1956), compiled by Allen 
Morris and published by the Peninsular Publishing Company, 
Tallahassee, estimated the population of Florida in 1956 to be 
3,897,400 with 733,400 Negroes. 
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CHART |- CLASSIFICATION BY SITE AND TYPE OF AFFECTION 
OF BLINDNESS IN RECIPIENTS OF BLIND ASSISTANCE 
OR OF SERVICES FROM THE FLORIDA COUNCIL 
FOR THE BLIND. 


the globe, were the site of blindness (table 1) in 
9 per cent of the total. Faults of refraction and 
changes in a visually necessary structure account- 
ed for 95, or for 3 per cent of all the blind. For 
all but seven of these, malignant myopia was the 
specified fault of refraction and was found more 
frequently (66) in the white recipient. 

Cataract, or opacity of the crystalline lens, 
was found to be the most frequently reported 
eye defect causing blindness. It was reported for 
708, or for 22.5 per cent of the total number. 
The 1940 national average? was 19.7 per cent 
There were numerous causative factors includ- 
ing heredity, trauma, infections, diabetes mellitus 
and those associated with the aging process. It 
was present in 327 males and in 381 females, in 
448 whites and in 260 Negroes. Cataract was 
predominant in the 50 to 64 age group. 

Affections of the cornea led to blindness in 
231, or in 7.3 per cent of the total blind and 
were due to various types of keratitis or ulceration 
with consequent scarring and _ vascularization, 
none of which was sharply defined except for 
interstitial keratitis. These were reported for 
closely similar proportions of male and female 
recipients while Negroes were in greater number 
than whites (127 to 104). In the 31 cases of 
interstitial keratitis, Negroes outnumbered whites 
4 to 1. 

The optic nerve ranked second to the crystal- 
line lens as a site of blindness while atrophy of 
this nerve was reported for 615 or almost 20 per 
cent of the blind total, compared to the 14.8 per 
cent 1940 average for the United States.2 The 
most common etiologic factor was syphilis in 92, 
though for a larger proportion (347) the etiology 
was undetermined. Other factors were of genetic 
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origin including heredity, 32 cases; infectious 
diseases other than syphilis, 27; trauma, 32; non- 
infectious diseases, 80; and poisons, 5. Atrophy 
of the optic nerve was reported much more fre- 
quently (353) for males than for females (262) 
while almost three times more Negroes (456) 
had atrophied optic nerves (whites 159). Optic 
nerve atrophy prevailed in the 18 to 49 year age 
group. 

Affections of the anterior uveal region were 
responsible for 63 cases of blindness while the 
posterior uveal tract was the site for 240, or 7.6 
per cent of the total blind. Anterior uveitis was 
divided almost equally between the sexes and the 
races, while affections of the posterior uvea in- 
volved 132 males and 108 females, 162 whites and 
78 Negroes. These conditions were reported main- 
ly in the age group under 17 years, although 
chorioretinitis ran the gamut from 18 to 64 years. 

The retina as a site was recorded in 382 or 12 
per cent of the recipients and was almost even 
with the national (12.8 per cent) average.? Retini- 
tis or retinopathy accounted for 79 and macular 
degeneration for 76; an inherited defect, retini- 
tis pigmentosa, limited the vision in 77 in this 
category. There were 52 cases of detachment of 
the retina and 79 of retrolental fibroplasia, also 
referred to as a retinopathy of prematurity. The 
causes of these retinal affections were varied and 
difficult or impossible to identify. For 44, the 
etiology could not be determined or was unspeci- 
fied, while vascular diseases and diabetes mellitus 
were together responsible for 80 and trauma for 
24. Prenatal influences did vital damage to an 
even 100 retinas, and the small remainder was 
divided among noninfectious and infectious dis- 
eases and causes unknown to science. Among all 
these there were 221 males and 161 females, 
though females dominated in the cases of retinop- 
athy of diabetes 3 to 1, and 5 to 4 in those of 
macular degeneration. There were more whites 
(272) than Negroes (110). Macular degeneration 
and the retinopathies of vascular disease tended 
to lead in the older age groups, while in retrolental 
fibroplasia white babies outnumbered Negroes 4 
to 1. 

Table 2 and chart 2 present a classification 
by etiology. In the category “unknown to science” 
fall 1,315 cases for which a cause cannot be 
specified; they include cataract, glaucoma and 
myopia. The causal factor in 574 cases could not 
be determined because the blindness had been of 
such long duration that its origin was little re- 
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CHART 2- CLASSIFICATION BY ETIOLOGY OF BLINDNESS IN 
RECIPIENTS OF BLIND ASSISTANCE OR OF SERVICES 
FROM THE FLORIDA COUNCIL FOR THE BLIND. 


membered or because the globes were disorganized 
or had been removed surgically. When the etiol- 
ogy was known, infectious diseases had the high- 
est incidence, being responsible for 488 or for 15.5 
per cent of the blindness present in this segment 
of the blind population. Syphilis, prenatal or 
acquired after birth, was the greatest single cause 
of blindness, involving 159 in this group. Oph- 
thalmia neonatorum, specific or otherwise, blind- 
ed 41. Other infectious diseases responsible for 
blindness were measles, meningitis (type not 
specified), scarlet fever, trachoma, tuberculosis, 
typhoid fever, rubella, and other infectious 
diseases not specified. 

Diseases of genetic origin, excluding congeni- 
tal syphilis, were presumed to be the cause of 
blindness in 166 and occurred in almost twice as 
many whites as in Negroes. Injuries, including 
chemical burns, accounted for blindness in 224 
persons, with four fifths of the trauma associated 
not with industry but with sports activities, play 
with pointed objects or airguns, and malicious 
injuries. Several systemic diseases, mainly vascu- 
lar disease, diabetes mellitus, diseases of the cen- 
tral nervous system, diseases of pregnancy, and 
nutritional deficiencies altogether accounted for 
266 or 8.7 per cent of the total blind. Except 
for 79 cases due to excessive oxygen, poisonings 
appeared to be relatively of small importance. 
Loss of vision due to ocular neoplasms was only 








532 RUBIN: 


reported in 22 because these lesions have a high 
rate of mortality. 

It is noteworthy that the average incidence 
of site and causal factors during the period of 
1947 to 1954 when compared to the more recent 
period from 1955 to 1957 inclusive, revealed a 
general decrease all along the line except in glau- 
coma, and in the retinopathy of prematurity, 
which last as of this moment should soon be- 
come nonexistent. 


Summary 


The causes of blindness in recipients of aid 
to the blind and in a group of blind children 
serviced by the Florida Council for the Blind from 
1947 to 1957 have been classified from their eye 
examination records. The data obtained reveal 
that there is a predominance of eye disabilities 
associated with aging, and that glaucoma remains 
the greatest single, and increasing, source of 
adult blindness among all eye diseases in which 
visual restoration is not possible. Infectious dis- 
eases, trauma and poisonings, though preventable, 
still cause blindness in large numbers. 


Conclusion 


This analysis suggests directions to attack 
the specific causes of blindness which prevail in 
Florida. The problem of glaucoma is a challenge 
to provide early detection and adequate super- 
vision. Competent ophthalmic advice and a good 
treatment program should materially reduce the 
too high incidence of blindness in a remedial 
ocular condition like cataract. Prevention of in- 
fectious diseases and adequate treatment of syphi- 
lis, diabetes mellitus and vascular disease are 
directions in blindness prophylaxis which beckon 
all physicians. All these plus continuing education 
of the public in regard to the hazards of airguns, 
bows and arrows, and pointed toys, eye safety 
programs in small industries as well as in large, 
and medical research especially in the field of 
genetics could reduce the incidence of blindness 
in Florida by two thirds. What medical effort 
could be more worthy? 


Acknowledgment is gratefully made for the clerical and 
other help provided by Mrs. Dorothy Clarke and by Mrs. 
Grace Stewart, Director, Division of Public Assistance, 
both of the State of Florida Department of Public Welfare; 
by Mrs. Irene Zewadski, Supervisor of Children’s Services, 
and by Mrs. Mary Koontz and Miss Germaine Lareau, Chil- 
dren’s aan, of the Florida Council for the Blind. 
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1401 North Palafox Street. 
Discussion 


Dr. Joun F. McKenna, South Miami: Dr. Rubin is 
to be congratulated on the energy he could bring to such 
a long and arduous task in addition to his very active 
private practice. He has, of course, anticipated the 
primary criticism of his study: that it represents not all 
of the citizens of Florida who are blind but approxi- 
mately 25 per cent who have sought help because they 
are also indigent. Nevertheless, these are the best data 
available at the moment, and he is right in suggesting 
that this paper may be an introduction to possible future 
legislation that will require the registering of blindness 
as individual patients appear in offices for the first time. 
In these days of tax forms, compensation insurance forms, 
private insurance forms, Medicare, Blue Shield, reference 
letters and so on, one is reluctant to suggest such legisla- 
tion, but I am sure ophthalmology as a whole will not 
be adverse because of the importance of the statistics 
which will be produced by such registration. 

The data speak for themselves as regards age, sex and 
racial distribution, and need not be discussed further. 
Because this paper is being presented before the general 
assembly, and Dr. Rubin, in the limited time allotted, 
could only briefly touch on the significance of this study 
to generalists and others doing general physical exami- 
nations, I hope I am not presumptuous in enlarging 
somewhat on its significance to you here in this assembly 
meeting. £1 

First of all, as you noted, cataracts were named as 
being the first most important cause of blindness. There 
is, however, a tremendous difference between blindness 
caused by cataract formation in an otherwise normal eye 
and blindness which is irreversible, such as is caused by 
optic atrophy and glaucoma. Many cataract patients 
will allow themselves to drift into reduced visual acuity, 
even to blindness as defined by Dr. Rubin, partly from 
inertia and partly because of fear of operation. You who 
practice general médicine can do your patients a real 
service by reassuring. them and pointing out to them that 
the potentialities of successful surgery in qualified hands 
are very high indeed. This cause of blindness, therefore, 
should not remain as the first cause of blindness in 
Florida. 

It should also be pointed out that there are many 
others of these causes of blindness which legitimately fall 
within the province of the ‘generalist or physician doing 
general examinations. For -rinstance, present evidence 
points clearly to the fact that macular degeneration is 
one of the many effects of arteriosclerosis. Early macular 
degeneration may respond to a low fat diet or lipotrophic 
substances, and in treating the patient for arteriosclerosis 
in general, you may well prevent this form of blindness. 

Also, I should like to‘direct attention to the fact that 
this study lists those citizens of Florida who are blind 
in both eyes. If trauma should make up 7.1 per cent 
of these, it is obvious, I am sure, that this figure is mis- 
leading, because while cataracts and glaucoma and optic 
atrophy tend to be bilateral, trauma by itself tends to be 
unilateral, and the incidence of loss of vision in a first 
eye by trauma is much higher indeed. The loss of the 
second eye is, of course, a greater catastrophe than the 
loss of the first eye, but this does not alter the fact that 
the loss of the first eye, though not included in these sta- 
tistics, is a tragedy that should be prevented in any way 
possible. High among the causes of trauma are air rifle 
accidents, and these are mostly in children. These can be 
prevented by ‘banning the sale of air rifles in Florida. Such 
legislation undoubtedly will be introduced, and those of 
you who feel strongly about this may actively support it. 

As Dr. Rubin has clearly pointed out, glaucoma is the 
greatest cause of irreversible blindness in Florida. This is 








J. Froripa M.A. 
NoveMBER, 1958 


true also in practically all western countries. Elsewhere, 
with high incidence of such diseases as trachoma and gon- 
orrheal keratitis, this is not true. In some western coun- 
tries, the relative position of glaucoma as a cause of 
blindness is even greater. For instance, in a recent study 
in Iceland glaucoma was found to be the cause of blind- 
ness in 60 per cent of the blind population. 

What has this to do with general medicine? In the 
past, nothing perhaps, but you should be warned that 
you are going to be propagandized very strongly in the 
future that the diagnosis of glaucoma is a general prob- 
lem. As has been pointed out by the Public Health 
Service, as disclosed by certain screening tests, 2 per cent 
of the population over 40 years of age in this country 
has undiagnosed chronic glaucoma. There are about 
60 million over that age. This means that if everyone 
over 40 were checked yearly, every ophthalmologist who 
is practicing today would have to check 8,000 persons or 
16,000 eyes for glaucoma. Obviously, this is an impos- 
sibility. In Florida, for instance, if the population is 
four million and a third of these are over 40 and 2 per 
cent of them have undiagnosed glaucoma, then 27,000 
adults in Florida have undiagnosed glaucoma. The gen- 
eralist, therefore, must anticipate a continual growing 
pressure to add the diagnosis of glaucoma to his already 
overburdened routine. 

How will you determine if the intraocular pressure is 
above normal? Not by fingers, of course, because this is 
inaccurate. The tonometers for measuring intraocular pres- 
sure used in ophthalmology are sensitive and expensive. 
It has, however, been pointed out by Dickinson (The 
Journal of the Florida Medical Association, September 
1957, page 242) that a relatively inexpensive tonometer, 
which will register, yes or no, high or low, will soon be 
available, and it apparently will range in price only from 
$12 to $15. Dickinson also pointed out that in 1955 in 
Florida serologic examinations for syphilis, which are done 
at all hospitals as accepted routine, uncovered only 151 
cases of syphilis per 100,000 patients. Yet there must 
be in that 100,000 segment of the population a consider- 
ably higher number, somewhere from one to two thou- 
sand persons, who have undiagnosed glaucoma. 

Also, you must anticipate being asked to be aware 
of another form of glaucoma, that acute form which you 
have heard about as associated with dilating the pupil. 
The present popularity of belladonna compounds is 
extreme, and it must be emphasized that these com- 
pounds can and will dilate the pupil and in an eye that 
is predisposed to it by shallow anterior chambers, can 
and will precipitate acute glaucoma. Considerable effort 
is being made in medical schools now to teach senior 
students about these dangers. On those of you who are 
now in practice falls the burden to work it out for 
yourselves. 

Dr. Rubin has presented a great deal of food for 
thought, not only to the ophthalmologist but also to the 
general physician. He has made a contribution of con- 
siderable stimulating value. I thank him for the oppor- 
tunity to read and discuss his paper. 


Dr. SHALER RicHArDsON, Jacksonville: I have not had 
an opportunity to read Dr. Rubin’s paper as I only re- 
ceived it this morning. I think it would be well to say 
that the ones who are receiving aid to the blind natural- 
ly constitute the basis on which statistics have been pre- 
pared. The mechanism of receiving aid to the blind ‘s 
that the patient ordinarily is referred for examination 
by a social worker representing the Welfare Board or the 
Council for the Blind. The ophthalmologist makes the 
examination, and the form then is filled in and sent to 
the Welfare Board. Having served for some years as 
ophthalmologist to the Welfare Board, I have the chore of 
reviewing these applications and making the evaluation 
as to whether the patient is blind or not. This poses 
quite a problem because some of the reports are extremely 
sketchy and the pathologic terms are not clear. I am 
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sure Dr. Rubin had considerable difficulty at times in- 
terpreting the pathologic classification that was put on 
the form. 

Unfortunately, not only M.D.’s are allowed to make 
these classifications but optometrists also. The reason is 
that the federal funds supplement the state funds and 
the federal government insists that optometrists be given 
an opportunity to make these examinations. In our state, 
however, only a small percentage of them have been 
made by optometrists and mostly in the areas where it 
is difficult to get patients to an ophthalmologist. Natural- 
ly, in reviewing the reports sent in by optometrists the 
pathologic interpretation is sometimes not clear to me, 
and I have the opportunity of asking that the applicant 
be referred to an ophthalmologist for further evaluation. 

I was interested in the districts which had the greatest 
number of blind—that is, on blind rolls, receiving blind 
aid from the Welfare Board. As I remember the diagram, 
they were the Duval County, Escambia County, Hills- 
borough County and Dade County areas. This distribu- 
tion can probably be correctly interpreted on the ground 
that the social workers for the Council for the Blind and 
for the Welfare Board are probably more. active in those 
areas. In the sparsely populated counties the social 
workers do not have the contact with the prospective 
recipients of aid to the blind. The cooperation of the 
Florida Council for the Blind and the Welfare Board is 
a most important factor in taking care of these people. 
For instance, if patients come in with cataract, many 
times they are referred to the Welfare Board and then 
to the Council for the Blind which in its turn arranges 
for the operation to be performed, thereby in most in- 
stances relieving the state from paying the blind pension. 

I think the figure on the injuries from air guns is 
fallacious. As Dr. McKenna said, it is only when both 
eyes are injured that patients with these injuries are 
listed as being blind from an airgun accident. I know 
that in our office I recently reviewed the records, and 
within a period of one year we had 12 injuries from an 
airgun. 

I want to congratulate Dr. Rubin for his monumental 
work in compiling these statistics. 


Dr. Rustin, closing: One of the nice things about 
living in the South is that everyone is so kind. I appre- 
ciate the politeness of Dr. McKenna and Dr. Richardson 
in their consideration of my modest paper. 

It is true that the paper is an analysis of persons on 
a level of indigency, but it is the only source available 
until it becomes mandatory by state law that nurses and 
doctors and social and health agencies are compelled to 
report all blindness. 

I should like to say, too, that indigency does promote 
blindness by denying proper sanitation, perhaps food, 
diet and medical care, but biindness also creates indi- 
gency. In most instances I think it is probable that the 
male blind were at one time self-supporting and became 
indigent because of their handicap. 

It is also true that the airgun statistics may not be 
altogether revealing, but we deliberately chose to analyze 
these cases not by eyes but by the condition that made 
the person economically blind. These persons that we 
have listed were unfortunate in having their better eye 
destroyed by trauma. 

In regard to the interpretation of records, it was 
difficult. That is why our analysis covered the period 
from 1947 to 1957, even though the program was initiated 
in 1937, because in the first 10 years particularly, the 
records were not satisfactory. Even then, the records 
were not always adequate. It is true that there were 
diagnoses by optometrists, and it really was amusing if 
not tragic to see the type of diagnoses they made, espe- 
cially when they were confronted later with a diagnosis 
by an ophthalmologist. In two instances in particular, 
there were cases of glaucoma which would not have 
been recognized. 
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A Re-Evaluation of Breast Cancer 
And Its Management 


Jacos A. GiassMAN, M.D. 
MIAMI BEACH 


As long as the etiology of cancer of the breast 
remains unknown, surgeons will continue to have 
differences of opinion regarding its management. 
This being the case, cancer research alone can 
eventually provide us with the answer. Unfortu- 
nately, these differences, though they have nar- 
rowed somewhat, still remain at great variance. 
If we are to better the results of our present day 
treatment of cancer of the breast, it is necessary 
for every surgeon concerned with this problem to 
re-evaluate his end results from time to time. In 
my re-evaluation of this subject, the same basic 
statistical facts of the past were employed; in ad- 
dition, present day factual information regarding 
cancer in general, plus more experience and wis- 
dom, led me to a newer, truer and perhaps more 
effective conclusion. 

It. has always been puzzling to me to find 
such wide variations of opinion among men of 
note and experience as to what comprises the 
best plan of management for cancer of the breast. 
Why should opinions be different? After all, we 
are dealing with the same anatomy, the same dis- 
ease and the same operative technics. Why 
then should one be able to say that extensive 
surgery is more effective than simple surgery? 
Why should one be prompted to say that in his 
experience x-radiation and simple surgery are 
more effective than radical surgery or super-radi- 
cal surgery? The same good men are operating on 
the same pathologic entities, in the same human 
beings of identical age groups; why then in the 
presence of such similar basic considerations 
should there be such wide variations of opinion? 

Apropos to these observations, I would like to 
relate an incident which I had the opportunity 
of witnessing recently. A panel of four well known 
surgeons was discussing the subject of cancer of 
the breast before a general medical audience. One 
surgeon, whose name I will not disclose, but who 
by his radical concept has become well known 
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for his super-radical approach for carcinoma of 
the breast, stated that he removed the breast, 
the chest wall, the internal mammary artery 
with its contiguous lymph nodes and then carried 
his dissection into the mediastinum, removing 
all the anterior mediastinal nodes. This type of 
super-radica! surgery, he stated, was in his opinion 
most likely to give the greatest number of cures. 

Another surgeon of note sitting next to him 
advocated the opposite view. He recommended a 
simple mastectomy, perhaps followed by x-radi- 
ation as the best means of dealing with carcinoma 
of the breast. He stated that he did not utilize 
sterilization procedures because of the reflex in- 
creased hypophyseal stimulation that followed 
secondarily. He thought that radical surgery is 
“too late” surgery and stated that surgery could 
never encompass or include all carcinomatous 
extension. The third man on the panel advocated 
classical radical mastectomy, but hesitated to 
recommend super-radical mastectomy. He was of 
the opinion that sterility operations should be in- 
cluded in those instances in which mensis was 
still active. Still another surgeon on the panel 
was completely at odds with himself. He could 
not make up his mind which procedure was best. 
He equivocated, hesitated and postulated, but 
could not propound an acceptable therapeutic 
approach, even in his own mind. 

To me, this represented a most serious situ- 
ation indeed. How is it possible for four outstand- 
ing surgical specialists talking before a body of 
doctors — all of whom are willing, ready and 
able to accept their principles and teachings — to 
differ so widely with one another on the same sub- 
ject? Either all of these men, together or indi- 
vidually, or in some combination hold the true 
answer, or perhaps none of them do. Since there 
is no accepted cure for carcinoma of the breast 
at present, we must continue to resort to those 
measures which we know work best in our hands. 
To veer off on some extreme tangent without 
preliminary careful evaluation can only prove 
harmful and set us back further. 











LV 








J. Froripa M.A. 
NoveMBer, 1958 


Influencing Factors in 
Comparative Incidence 

We must be aware of the natural underlying 
differences that exist in man the world over. In 
this regard we refer to demography, which is the 
study of human communities throughout the 
world. Stewart, of the National Cancer Institute 
in Bethesda, Md., talking at the Second National 
Cancer Conference in 1952, in Ohio, made the 
following observations: The incidence of can- 
cer of the uterus and cancer of the breast in 
America is approximately the same. There are 
25 deaths per 100,000 population at the present 
time. In the United States, carcinoma of the uter- 
us is 60 per cent more common in the Negroes, 
while carcinoma of the breast and ovaries is 60 
per cent more common in the whites. In the 
South African Bantu, carcinoma of the cervix is 
seven times more frequent than carcinoma of the 
breast. In French West Africa, carcinoma of the 
breast is three times greater than carcinoma 
of the cervix. There is the same number of 
deaths in the Japanese female from carcinoma of 
the cervix; however, one-sixth of the number of 
deaths in the Japanese female is due to carcinoma 
of the breast. 

In India, the Deccani Hindu is poor; he 
marries early and has many children. Fifty per 
cent of the carcinomas in the women of the Dec- 
can arise in the cervix. In the Parsee woman, 
however, who belongs to the well-to-do class, and 
who marries late and has fewer children, 50 per 
cent of the carcinomas arise in the breast. It is 
also noteworthy that in England, the better classes 
have a higher percentage of cancer of the breast. 
There is, however, a somewhat reciprocal relation- 
ship between carcinoma of the breast and car- 
cinoma of the cervix in married and single wo- 
men; that is, in the single woman, carcinoma of 
the breast is more common. Childless married fe- 
males over 40 years of age have a higher incidence 
of carcinoma of the breast. 

So we see that there are definite influences 
in different parts of the world that exert them- 
selves in bringing about earlier or later develop- 
ment of cancer of the breast. Some of these 
factors are the age of the individual, whether 
married or not, the number of children born, 
economic status, hereditary factors, racial factors, 
religious factors, social status, hormonal factors, 
nutritional factors and the specific geographic 
area. One readily recognizes why there must of 
necessity be wide variations the world over, but, 
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more important, how seriously these variations 
can affect the accuracy of world statistics. If 
statistics are essentially honest, if they are care- 
fully evaluated and presented so that everyone 
can understand how they were arrived at, no 
great differences of opinion can possibly result. 
Why then do there still remain so many serious 
statistical discrepancies that continue to influence 
unfavorably our management of cancer of the 
breast? The following examples may illustrate 
the underlying causes for our present day statisti- 
cal discrepancies and diversions: 
Misleading Statistics 

One example is illustrated in a report by 
Meyer, of New York University, Bellevue Hos- 
pital. In 250 cases of carcinoma of the breast rad- 
ical breast resection was employed. Thirty-four 
surgeons carried out these 250 procedures. A 
more scientific publication would have included 
the figures of one or several men of excellent 
surgical experience. To take 250 such cases and 
divide the number by 34 surgeons would represent 
34 different technical abilities and 34 different 
ways of handling the disease; delicacy, careless- 
ness, hurriedness, and completeness or incomplete- 
ness are important factors that we all know seri- 
ously alter postoperative morbidity, mortality, 
recurrence, metastasis and ultimately the survival 
figures. 

In the past years I have observed many lead- 
ing surgeons operate. Every time I watched a 
new surgeon work, I found that his technic in- 
volved distinct and variable deviations. Some 
deviations were commendable; others were not. 
Routinely recording the combined results of resi- 
dent and so-called surgeons is to dilute unwitting- 
ly the excellent results and statistics obtained by 
expert surgical endeavors. It is a well known 
fact that technical abilities vary remarkably even 
among men of stature; certainly the differences 
in technical ability must be even greater among 
men of lesser stature, and most certainly between 
accomplished and nonaccomplished surgeons. This 
we know continues to affect seriously end results 
and statistical values. The mere fact that a sur- 
geon stated that he performed a “radical” resec- 
tion of the breast does not necessarily imply that 
he actually employed a “standard classical resec- 
tion.” It is possible, indeed, that he merely re- 
moved the breast and the pectoral muscles. 

Words are not facts. Unfortunately, many 
loose and meaningless terms find their way into 
statistical literature and are so accepted in a literal 
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sense. This is a grave error and serious handi- 
cap. For example, the indiscriminate use of the 
word “cure” instead of “survival rate” is especial- 
ly serious. We cannot routinely employ the 
word “cure” in a literal sense since some surgeons, 
in reporting their five year “cures,” actually refer 
to a five year “survival” of the patient, regard- 
less of whether or not the patient died the next 
day of generalized metastasis. There are those 
who report a five year “survival” period in pa- 
tients that are alive and well at the end of five 
years, with no evidence of recurrence or metasta- 
sis. Unfortunately, these variations have proved 
to be a serious handicap in classifying cases on 
a purely statistical basis, more especially when 
one makes comparative studies of the merit of 
one procedure over another. 

McWhirter, in publishing his highly optimis- 
tic statistics, included in his five year survivals 
cases with obvious evidence of recurrence. This 
places McWhirter’s work in serious jeopardy, and 
his figures do not merit comparison with the fig- 
ures from other clinics which have reference only 
to patients with lesions removed by extensive 
surgery and are without evidence of recurrence 
at the time of statistical evaluation. In fact, from 
a purely comparative standpoint, McWhirter’s 
statistics become less favorable and more mean- 
ingless. 

Another example of error in our present day 
published statistics has to do with recording the 
date of onset of symptoms and signs. Questions 
answered by the patient may or may not be ac- 
curate. What a patient may consider to be a 
lump of one month’s duration, may well be a 
lump of six months’ duration. One of my pa- 
tients stated that the mass appeared only 10 
days previously. When asked if she was in the 
habit of observing her breasts periodically, she 
replied, “No.” How long then was the mass 
present? When a patient first discovers a lump 
in her breast, the time should be recorded as 
“date of recognition” and not as “date of onset.” 

My patient’s statement of “date of onset” as 
10 days would ordinarily be literally recorded and 
interpreted as such statistically. Since at surgery 
I found advanced carcinoma with involvement of 
axillary nodes, the statistics would further imply 
that spread to the axilla occurred within 10 days 
of onset. It would then follow that this particular 
carcinoma was a rapidly growing one, whereas 
in reality its growth and axillary extension may 
have required several months. A routine self 
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examination by the patient might have discovered 
this growth earlier while it was still confined to 
the breast. Here again it must be emphasized 
that when a woman first recognizes a lump in her 
breast, it must be considered a relatively late 
finding unless she was in the habit of carefully 
observing and palpating her breasts periodically. 


The employment of various postoperative sup- 
plemental treatments in cases of mastectomy un- 
fortunately is not always mentioned in published 
statistics. This omission seriously jeopardizes the 
comparative value of what surgery alone can ac- 
complish. If McWhirter’s recommended treat- 
ment is to be considered fairly, it should be eval- 
uated for what curative effects his surgery and 
x-ray alone can accomplish without the addition 
of tagged-on supplemental treatments. For ex- 
ample, McWhirter’s statistics include cases in 
which castration was performed and cases in 
which androgenic and estrogenic therapy was ad- 
ministered, while other surgeons and clinics have 
reported cases in which treatment was by surgery 
alone, with or without benefit of x-ray therapy. 
Until all of these “bugs” in our statistical re- 
porting are corrected, until all “variations” that 
complicate statistical studies are recognized and 
corrected, nothing of real value can be attained 
by comparative studies. 


In American clinics, statistics continue to 
show that more extensive surgery (or classical 
radical mastectomy) in carcinoma of the breast 
on more carefully selected patients gives the most 
superior results. The opponents of this method 
of treatment say, “Certainly, with the selection 
of better cases we should have better results.” 
While this is true indeed, still it would be ab- 
solute folly and poor judgment in neglected and 
far advanced cases with evidence of distant me- 
tastasis to subject the patient to extensive cura- 
tive surgery. All that surgery can possibly offer 
in such cases is dissemination of the carcinoma 
cells and/or enhancement of their rate of growth. 
In my opinion, therefore, it is absolutely justifi- 
able and good sound surgical judgment to select 
only those cases for curative surgical extirpation 
that lend themselves to the best possible results 
obtainable. By employing classical radical sur- 
gery in cases of Grade III and Grade IV of 
Portmann’s Classification, one can only hasten 
the spread of cancer, shorten the life span of 
the patient and jeopardize the position of sur- 
gery in the treatment of carcinoma of the breast. 
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Why should good and useful surgery be dis- 
credited by the poor selection of “too late” cases 
for radical surgical therapy? It is as unjustifiable 
as taking a 100 per cent medical problem and 
treating it 100 per cent surgically. If no surgical 
indication exists, no surgery should be performed. 
I believe that statistical studies of today are dis- 
torted and confusing and that reports such as 
McWhirter’s have been seriously misleading since 
they have given inept, careless and hurried sur- 
geons the chance to latch onto something that 
they can easily perform and promote against the 
more extensive, more deliberate and more favor- 
able surgical procedure. 

It should be our goal as physicians to hope 
to discover all premalignant and malignant lesions 
of the breast as early as possible, so that they 
may be more ideally classified as Grade I, and 
no more than Grade II, by Portmann’s Classifi- 
cation. The “time interval” between discovery 
of the lump and the patient being seen for the 
first time should remain under three months— 
and preferably only one month. This is a goal 
to which not only the alert patients must aspire, 
but the physicians and surgeons as well. We 
must make every endeavor to bring the women 
in earlier for diagnosis; we must continue to bend 
every effort to indoctrinate the physician to re- 
fer his cases to the surgeon earlier and not to 
procrastinate with his patient for weeks or months 
before referring her. Shimkin and his associates, 
in 1952, commented that if patients delayed 
one month or less before coming in for treat- 
ment, an over-all five year survival rate of 60 
per cent could be attained. This 60 per cent re- 
fers to the over-all percentage, which would be 
a 20 per cent increase over the present day statis- 
tics and a 40 per cent increase over the existing 
20 per cent five year survival figure for all un- 
treated cancers of the breast. In the absence of 
any real cure for cancer of the breast at the 
present time, we must continue to work to- 
wards this goal. 

To date, cancer has been oversold to the 
lay public, and it is essential that the doctor too 
be oversold to the same limits as his patient. 
Under such a program there will be less possible 
delay between the time the patient first dis- 
covers the lump and the time she consults her 
physician and ultimately the surgeon. Most im- 
portant of all, there must never be a delay from 
the time the surgeon sees the patient’s lump to 
the date of the surgery. These factors alone can 
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vastly improve our present day results without 
benefit of any new advance in the field of cancer 
therapeutics. 

Significant Determining Factors 

Though the time of onset or duration of 
cancer of the breast is still a significant factor, 
alone it is only partially important. Actually, we 
know that a carcinoma can be present in the 
breast for months or years, yet remain asympto- 
matic and localized until accidently recognized. 
I am aware of lesions of the breast that are rec- 
ognized rather early, yet local invasion and early 
systemic metastasis have already rendered the 
disease beyond the scope and hope of surgery. 
Though time does in part, therefore, determine 
the degree and extent of the spread of cancer, it 
cannot in itself be considered the singular deter- 
mining factor. 

A far more significant factor would be whether 
or not the lesion at the time of evaluation is 
confined to the breast alone. DeLand, of the 
Massachusetts General Hospital in Boston, stated 
that before three months it is possible to see the 
highest percentage of cases of cancer of the 
breast without axillary involvement. After three 
months there is an ever increasing rise in the 
percentage of axillary involvement. These ob- 
servations tend to substantiate that most lesions 
of the breast begin locally in the breast and usual- 
ly permeate along the lymphatic channels to the 
lymph glands on the homolateral side. I am not 
unaware of the many other ways by which car- 
cinoma cells may propagate themselves through 
tissue and capillary walls and disperse themselves 
throughout the venous channels; neither am I 
unaware of the embolic phenomenon of carcinoma 
cells occurring within the network of lymphatic 
channels and glands. 

Stockholm surgeons have studied the blood 
from veins draining cancers of the colon, stomach, 
breast and lung. Specimens of the blood from 
these veins during surgery showed cancer cells 
in 59 per cent of 107 cases. Fisher and Turnball 
found cancer cells in the blood, while Engell 
found cancer cells in blood drawn from the cubi- 
tal veins of patients with cancer. Cancer cells 
are appearing with increased frequency in bone 
marrow material aspirated from the sternum for 
biopsy. Engell did not mention finding cancer 
cells in the blood of patients having Grade I can- 
cer (Broder’s Classification), but found them in 
35 per cent in Grade II, 78 per cent in Grade 
III and 100 per cent in Grade IV. It is note- 
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worthy that this author noticed no correlation 
between the presence of the cancer cells in the 
blood and the survival of patients. This fact 
would lead one to believe that the fate of the pa- 
tient with cancer is determined less by whether 
cancer cells have entered the blood stream than 
by the resistance of the host, transplantability of 
the cancer cells and their biologic behavior. Also, 
according to this concept, early and wide excision 
of a highly malignant cancer cannot be accepted 
as a prevention against systemic spread. 


This school of thought believes it is entirely 
possible that by the time the primary cancer is 
recognized clinically, the development of a gen- 
eralized process is largely precluded. It also holds 
that the patient’s survival is not dependent so 
much on whether the tumor was removed early as 
upon the transplantability of the tumor cells and 
the resistance of the host to these malignant cells. 
McNealy, speaking before the Second National 
Cancer Conference in 1952, in Cincinnati, Ohio, 
epitomized his life-long experience with cancer 
of the breast by stating the following: “The 
anticipated life expectancy of the patient is def- 
initely a question of the cellular activity rather 
than the question of what type of operation is 
recommended by the surgeon.” There are those 
who believe that removal of primary tumors can 
no more deter these cancers from spreading to 
distant organs than the excision of a chancre 
or gumma would cure or prevent the systemic 
spread of syphilis. It is possible that even after 
distant spread the malignant cells may die in 
transit, fail to transplant themselves successfully, 
or even after successful transplantation . remain 
latent in sites for a varying length of time, only 
to resume growing at some later period. 


A third belief of this school is that whatever 
does occur, it is ultimately dependent upon the 
resistance of the host afd the transplantability and 
biélogic behavior of the cells. It is a well known 
fact that a patient having cancer can live with 
unremoved positive nodal metastasis for as long 
as five or 10 years. Here then is a feature of 
cancer that can be explained either as some pe- 
culiar cellular latency (intrinic or extrinic) or 
inhibition of cellular growth without destruction 
of cellular metabolism, this peculiar feature be- 
ing in all likelihood dependent upon hormones, 
enzymes, intracellular (autonomous) metabolism, 
host resistance and biologic predeterminism of 
the carcinoma. 
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Those who believe that from the moment 
cancer becomes perceptible, it is already a late 
systemic disease, further believe that the general 
and standard conception of cancer as beginning 
from a cell extending progressively both locally 
and distally should be abandoned and replaced 
by the concept of cancer as a general systemic 
disorder. It is possible that the generalized dis- 
semination occurs before the time at which the 
patient perceives the first sign of cancer. It is 
probable that at many of the first consultations 
after the discovery of a lump in the breast, the 
stage of systemic dissemination has already occur- 
red. Whatever the mechanism of carcinomatous 
diffusion or transport may be, whether via the 
blood stream or lymphatics, the patient is be- 
lieved to react to this generalized cancer disorder 
and to the diffusion of malignant cells in an indi- 
vidual manner which eventually determines the 
pathogenetics of the disease and the ultimate fate 
of the patient. If this is true, then an antigen- 
antibody factor (host-resistance) must in all prob- 
ability exist. 

The ultimate fate of metastasizing carcinoma 
cells in transit through the blood stream or lymph 
is unpredictable. They may die in transit or at the 
site of destination, or the host resistance may be 
great enough to inhibit their growth or completely 
destroy them. Perhaps someday we will come to 
recognize that undue manipulation of a carcino- 
matous lesion can disseminate cells into the cir- 
culation or lymphatics. Here, too, is another ex- 
ample of the undesirableness of prolonged sur- 
gery. Short, sharp, good and complete surgery 
will require less manipulation and therefore re- 
sult in less possible “squeezing” of malignant 
cells into the general circulation. 

Since malignant cells floating in the circula- 
tion may land in various places for attachment 
and growth, it may be a good idea to destroy them 
in transit with some form of chemotherapy that 
will lower or destroy their metabolic activity or 
increase host resistance to them. A chemothera- 
peutic substance may someday be available that 
will effectively interfere with the nourishment 
of cancer cells at a time when they are floating 
freely in the bloodstream and need nutriment 
most; it may even exert a “cancerocidal’’ effect 
on the metabolism of the cells when they are 
closest to dying in transit. The chemotherapeutic 
substance which would interfere with the cellu- 
lar metabolism of distantly metastasizing cells or 
metastasized cells would be a distinct advantage 
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to the enhancement of what surgery can already 
accomplish in the treatment of carcinoma of the 
breast. Finding a chemotherapeutic or “cancero- 
cidal” substance that will sensitize or destroy 
malignant cells so that an enhanced effect may 
be obtained from present day surgery and/or 
x-radiation would be a definite milestone in the 
therapeusis of carcinoma. 

On the basis of such new concepts of host 
resistance to carcinoma and antigen-antibody re- 
sponse, and in view of the reported differences of 
opinion on treatment of carcinoma of the breast, 
it is essential that we pause awhile and re-evalu- 
ate our present thinking on the subject of this 
disease. We must not be guilty of hastily drop- 
ping well known and proved methods of treat- 
ment in order to adopt rediscovered old practices; 
nor must we be too overzealous in carrying out 
new practices which, to date, have no justifica- 
tion or proved merit. 


Objectives 


One of my objectives in this paper is to en- 
courage the continued use of surgical methods 
that have been universally employed for many 
years with proved results. Another objective is 
to promote the recognition of universally accepted 
methods of clinical and pathologic classification 
and diagnosis so that there can be no equivoca- 
tion as to the best plan of management for the 
patient with carcinoma of the breast. A third ob- 
jective is to awaken the interest of physicians 
to act immediately and without procrastination 
so that their patients with diagnosed lumps in 
their breasts will be brought to surgery at the 
earliest possible moment. Still another objective 
is to propose a practical therapeutic program 
based upon Portmann’s clinical and pathologic 
classification of diseases of the breast, a plan 
which, if adopted, would lead to more accurate 
statistical reporting and, in turn, to honest and 
scientific comparative evaluations. 


Survival Rates 


Harrington, of the Mayo Clinic, speaking on 
radical mastectomy, was able to give some figures 
which reflected the progress of surgical treat- 
ment of carcinoma of the breast at the Mayo 
Clinic from 1910 to 1940, a period of 30 years. 
He was able to demonstrate that carcinoma with 
evident metastasis, when treated by radical re- 
section, improved the five year survival rate 
from 23 per cent to 39 per cent. When radical 
resection was performed for carcinoma of the 
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breast without axillary metastasis, the figures rose 
from 62 per cent to 85 per cent. There can be 
no question that these figures indicate what new 
and improved technics have accomplished in the 
past 30 years. In pursuing his statistical studies 
further, Harrington found that the 10 year sur- 
vival rate for carcinoma of the breast without 
axillary involvement was 61 per cent, while in 
those cases with axillary metastasis, the 10 year 
survival rate fell to 18 per cent. In evaluating 
the 15 year survival rate, Harrington found that 
48 per cent of the patients were alive without 
evidence of the disease in those cases in which 
no axillary involvement was present, and 12 per 
cent when axillary involvement was present. His 
20 year survival statistics were 36 per cent in 
those instances in which no metastasis to the 
axilla existed, and 7.5 per cent when axillary in- 
volvement existed. 

Not only Harrington’s statistics, but the ma- 
jority of all well known surgeons and clinics in- 
dicate that the survival period is greater in those 
instances in which axillary involvement has not 
yet taken place. The survival ratio comparing the 
5, 10, 15 and 20 year survival periods with axillary 
and without axillary involvement is listed below: 

Survival Ratio—of cases without axillary 

involvement as compared to those cases 

with axillary involvement: 


In the 5 year group ....................... 2:1 
In the 10 year group...................... 3:1 
In the 15 year group...................... 4:1 
In the 20 year group...................... 5:1 


The ratio of survival through the years con- 
tinues to indicate that a lesion found in the breast 
without axillary metastasis can possibly be cured, 
and that it is imperative we deal with carcinoma 
of the breast at the earliest possible moment af- 
ter its discovery, preferably before three months 
and if possible within one month. These favorable 
5, 10, 15 and 20 year survivals weigh heavily 
against the theory of carcinoma of the breast 
originating as a systemic disease and strongly 
negate the belief that a lump discovered in the 
breast implies the existence of generalized metas- 
tasis. 

At this point I want to re-emphasize that in 
cases classified as Portmann’s Group III and 
Group IV the lesions are, in my opinion, “too 
late” lesions of the breast that should not be 
routinely treated with curative surgery. Group 
III and Group IV cases must not be allowed to 
dilute the excellent results obtained in the earlier 
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Grade I and Grade II cases in which extensive 
curative surgery has been employed. 

It is perfectly well and proper, when listing 
a final analysis of present day accomplishment 
with surgical treatment of cancer of the breast, to 
mention specifically what the 5, 10, 15 and 20 
year survival rates are with surgery based on the 
total number of such cases seen (early, late or 
“too late’). Such over-all statistics can only 
serve to point out the comparative excellent re- 
sults attained with curative surgery on lesions 
considered early, as in Portmann’s Group I and 
Group II cases. Such over-all figures should 
specifically point out the poor and disappointing 
results of curative radical and super-radical sur- 
gery upon lesions considered to be late or “too 
late” as in Portmann’s Group III and Group IV 
cases. The present day statistics, based upon the 
total number of cases seen, strongly suggest the 
urgent need of being bettered by subjecting the 
patient to operation in more and more of Grade 
I and Grade II cases and less and less in Group 
III and Group IV cases. 

Statistics based on the total number of cases 
seen should further decry that curative surgery 
is definitely contraindicated in most Group III 
and Group IV cases. It must be clearly shown 
how Group III and Group IV cases, when in- 
cluded in surgical statistics, distort the true pic- 
ture and tend to discourage and impair the prog- 
ress of our present educational cancer program. 
We must clearly demonstrate and persist in 
our teaching that carcinoma of the breast dealt 
with earlier gives the greatest hope for cure, and 
that being the case, we must continue to strive 
to discover more and more cases at the Group 
I and Group II level. I have never seen an 
early case of Group III or Group IV because it 
does not exist. Group III and Group IV cases 
must therefore be considered “too late” cases, 
and “too late” cases most often result from delay, 
ignorance, indifference or frank neglect. If the 
patient comes in early, if the cancer-conscious 
physician refers the patient early, and if the can- 
cer-conscious surgeon operates early, we can im- 
prove our statistics dramatically without benefit 
of a single scientific advance beyond that which 
we now possess. 

Horsley of the Medical College of Virginia has 
published some encouraging five year survival 
rates with cases in Portmann’s Classification Group 
I and Group II. In Group I cases of carcinoma, 
he reported a 94 per cent five year survival period, 
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and in his Group II and even some of Group III 
cases, he was able to demonstrate a 63 per cent 
five year survival rate. These figures are extremely 
encouraging and tend to stress the importance of 
classifying cases clinically before treating them; 
they also further exemplify the need for one 
man statistics. Every surgeon’s statistics will dem- 
onstrate the fact that the earlier his breast 
cases are seen the less likely is he to find axillary 
involvement. It becomes self evident that, regard- 
less of what research may possibly yield in the 
future, what new chemotherapeutic agents may be 
discovered for use against cancer, and how far 
radical surgery may be extended for cancer, breast 
lesions must come to the surgeon’s attention for 
“excisional biopsy” and for “curative classical 
radical mastectomy” at the earliest possible mo- 
ment, that moment being when the lesion is still 
confined to the breast alone. This of course 
means that more surgical biopsies and more radi- 
cal mastectomies will be performed, but it also 
means that many lives will be prolonged and 
many more patients cured. 


Evaluating Operative Technics 


It was on the assumption that carcinoma usu- 
ally begins as a local disease and extends into 
the contiguous lymphatics on its way to the re- 
gional lymph nodes of the immediate area that 
present day surgical technics of cancer of the 
breast were evolved. Unfortunately, because of 
the bizarre biologic behavior of the various types 
of carcinoma cells in their passage through the 
lymphatic channels, and the unpredictable di- 
rection of their path, there developed a tendency 
for some surgeons to speak of the lymphatic ch:an- 
nels and lymph gland patterns of distribution as 
being frequently abnormal or anomalous. Tris 
idea is farthest from the truth. The fact is th>* 
whatever variations exist are primarily found in 
the biologic behavior of carcinoma cells and sec- 
ondarily in the existing local pathology, local al- 
tered physiology and local anatomy. The lymphat- 
ic channels and lymph glands are usually pat- 
terned as any other anatomic system in the body; 
anyone claiming that the lymphatics are more 
often than not anomalous is most likely anomalous 
himself. 


Too often the careless surgeon blames anoma- 
lous anatomy for his accidents. The fact that one 
man’s nose is small and another man’s nose 
is large does not necessarily imply that one man 
has an anomalous nose. A nose is a nose, with 
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definite olfactory functions regardless of size, 
shape or appearance. Lymphatic systems, too, 
are consistent in their anatomic distribution and 
function, and though they may vary frequently 
in size and extent from person to person as anat- 
omy anywhere in the human body is prone to do, 
the usual and standard pattern does persist, and 
no surgeon can afford to deviate from this normal 
standard or “norm.” It is all right to be aware 
of and recognize variations and to deal with them 
as they are found, but unless anomalies are first 
recognized as such, the standard operative pro- 
cedure (S.O.P.) must be followed. 

Though I favor a classical radical resection for 
Group I and Group II cases, I am fully aware 
that carcinoma of the breast, as carcinoma else- 
where, is not exclusively a local disease spreading 
locally into the regional lymphatics alone. I am 
well aware of the fact that carcinoma cells vary 
histologically, physiologically and pathologically, 
and depending upon just where they originate as 
in certain instances in which capillary vessels are 
in intimate relationship with them, the cells in- 
vade directly through the endothelial barrier and 
are swept away by the blood stream. I am also 
aware that extensive surgical resection on such 
lesions of the breast, regardless of how limited 
in extent they may appear to be, is of little or 
no influence upon the eventual fatal outcome. 
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To date, the superiority of extended radical 
resections or super-radical resections of the breast 
has not been demonstrated; however, what has 
been definitely demonstrated with supersurgery 
is its accompanying higher morbidity and mor- 
tality rates. Super-radical surgery incurs a 12 per 
cent mortality rate, or a death rate 12 times higher 
than the classical radical resection. Halstead, 50 
years ago, found that radical breast surgery, when 
extended into the supraclavicular areas, hastened 
the patient to an earlier demise. Super-radical sur- 
gical procedures should be discouraged because of 
their mutilating effect and their violation of the 
principles of the behavior of cancer, and be- 
cause of the fact that these procedures have no 
place in this specific type of disease. When a 
cancerous lesion is not actually confined locally 
to the breast, it is reasonable to assume that its 
cells have already metastasized to parts far re- 
mote where any form of surgery, regardless of its 
extent, is hopeless. 

It is essential that clinically we break down 
carcinoma of the breast into its many stages of 
development so that it may be managed and re- 
ported upon more intelligently and uniformly. 
Unless these stages are differentiated, we shall 
continue to flounder on, erroneously evaluating 
one type of treatment against another without 
arriving anywhere. Until a better plan than 


Portmann’s Classification and Criteria of Incurability 


GROUP I or STAGE I 
Skin—not involved 
Tumor—localized in breast and movable 


Metastases—none in axillary nodes or elsewhere 


GROUP II or STAGE II 
Skin—not involved 
Tumor—localized in breast and movable 


Metastases—few axillary nodes involved, no metastases elsewhere 


GROUP III or STAGE III 


Skin—edematous, brawny, red induration or inflammation not obviously due to infection, ex- 


tension ulceration, multiple secondary nodules 


Tumor—diffusely infiltrating breast, fixation of tumor or breast to chest wall, edema of breast, 


secondary tumors 


Metastases—many axillary nodes involved or fixed. No clinical or roentgenologic evidences or 


remote metastases 

GROUP IV or STAGE IV 
Skin—as in any other group or stage 
Tumor—as in any other group or stage 


Metastases—axillary and supraclavicular nodes exteasively involved. Clinical or roentgenologic 


evidence of remote metastases. 
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Portmann’s Classification can be evolved, we 
must continue to make use of it. 

Only by instituting an acceptable universal 
classification of cancer of the breast will we 
eventually be able to evaluate cases uniformly and 
effectively and permit reliable comparative studies 
to be made that will lead us to sounder conclu- 
sions as to what constitutes the ideal treatment. 
When a lesion of the breast is diagnosed as belong- 
ing to Group I of Portmann’s Classification, 
I believe extensive surgery within the realm of 
intelligence, sanity and good judgment, based 
upon surgical experience and a good knowledge 
of anatomy and more especially upon the be- 
havior of cancer cells in general, should give 
us our most ideal results. According to present 
day statistics the world over, classical radical 
mastectomy for Group I and Group II cancer of 
the breast gives the best results with or without 
the use of x-ray postoperatively. 

Though I believe that most Group II cases 
are beyond hope of cure by curative radical sur- 
gery, I know, too, that on a basis of reported 
errors, both pathologically and clinically, we can 
easily deprive certain Group I and Group II 
patients of the beneficial results attained by classi- 
cal radical mastectomy. Since an approximate 30 
per cent error exists in clinically diagnosing posi- 
tively involved glands in the axilla, and a reported 
approximate 30 per cent error in correctly diag- 
nosing the microscopic slide, and since a 40 per 
cent local recurrence accompanies simple mas- 
tectomy (a recurrence rate four times greater 
than with radical surgery), the surgeon would be 
depriving a substantial number of Class I and 
Class II patients of the benefits that may be de- 
rived from curative extensive surgery of the 
breast. The finding of cancer cells at the site 
of the excision after a simple mastectomy is often 
evaluated as “recurrence,” when in reality it may 
represent tissue “left over” from inadequate and 
incomplete surgery. 

For the reasons just stated, I strongly urge 
that we continue to offer the patient in all Group 
I and Group II cases the widest spectrum of pos- 
sible benefit by employing classical radical mastec- 
tomy. On the basis that most patients in Group 
III and Group IV represent cases with local 
and systemic metastasis, I strongly urge that 
they not be subjected to surgery of any kind, 
unless there is a specific palliative need for local 
extirpation of a foul-smelling, infected or in- 
flamed lesion at some later date. In such in- 
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stances, simple “palliative” mastectomy may be 
recommended, but at no time should these cases 
be incorporated into the statistics of “curative” 
radical surgery for carcinoma of the breast. 


Classical Radical Resection Challenged 


In the past several years, classical radical 
resection of the breast has been seriously chal- 
lenged. The challenges have necessitated a re- 
evaluation of our present day empiric manage- 
ment of carcinoma of the breast. They have 
not been without benefit since they have contrib- 
uted to the better understanding and more criti- 
cal evaluation of our present day management 
and end results of carcinoma of the breast. Every 
surgeon should, in view of these challenges, pause 
to re-evaluate the theories and principles upon 
which he bases the whole of his surgical judg- 
ment. 

Much harm has already been done through 
McWhirter’s advocation of simpler surgery since 
poorly trained and self-styled surgeons have quick- 
ly latched onto this so-called new teaching. Hal- 
sted, 50 years ago, warned his colleagues not to 
cast about for easy operations. Because radical 
resection of the breast leaves so much to be de- 
sired in Portmann’s Group III and Group IV 
cases, it would be far better to discard our ef- 
forts with curative surgery in these two classes. 
Let us not, however, be so foolhardy as to discard 
the most effective surgical treatment known 
today for those cases in Group I and Group II. 

One of the most serious of McWhirter’s state- 
ments that unfortunately continues to be per- 
petuated is, “Where axillary glands are not in- 
volved it should be noted that the operative re- 
moval of these glands is unnecessary.” Re- 
evaluations have been made by Saphir and 
Amromin of these “so-called” negative axillary 
glands removed at surgery, and when more care- 
ful serial sections were repeated,-about 30 per 
cent revealed positive carcinomatous cell invasion. 
This would, if we were to follow along with Mc- 
Whirter’s teachings, deprive 30 per cent of the 
patients in our most favorable Portmann’s Group 
I and Group II of having an extensive resection of 
the breast with the possibility of attaining a pos- 
sible cure. The remaining 70 per cent of patients 
with positive nodes would be subjected to x-ray 
therapy without any knowledge whatsoever as to 
whether or not the particular cancer would respond 
to it. This is a serious misdirection of surgical 
teaching. In about 10 per cent of the cases, after 
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classical radical mastectomy for carcinoma of the 
breast with apparent clinical findings of enlarged 
axillary glands, pathologic studies failed to find 
any carcinomatous invasion. This group, too, ac- 
cording to McWhirter’s teachings, would be de- 
prived of the benefits of radical surgery. 

From these reports we learn that about 30 per 
cent of Grade I cases are actually Grade II and 
that 10 per cent of Grade II cases are in reality 
Grade I. In about 10 per cent of the Grade II 
cases with no proved positive axillary nodes, Mc- 
Whirter would have performed a simple mas- 
tectomy and unnecessarily irradiated the chest 
and axilla. Where a curative radical mastectomy 
would have done no harm, McWhirter’s simple 
mastectomy in 30 per cent of diagnosed Grade I 
cases with positive axillary nodes would have de- 
prived the patients of possible cure. If we must 
err, it must always be on the side that benefits the 
patient. To paraphrase McWhirter’s statement, I 
would like to say, “Where axillary glands are not 
involved it should be noted that irradiation of 
these glands is unnecessary.” According to Mc- 
Whirter, about 70 per cent of his Grade I and 10 
per cent of his Grade II cases would receive un- 
necessary x-radiation to the axilla and chest. 

Darland, in reviewing 1,600 cases of cancer 
of the breast at the Pondville Cancer Hospital ob- 
served over a period of 16 years, stated that the 
clinical examiners incorrectly evaluated axillary 
nodes as positive in 10 per cent of the cases. In 
20 per cent of the cases a positive diagnosis of 
carcinoma was made in the so-called uninvolved 
lymph glands after surgery; this 30 per cent er- 
ror further emphasizes the necessity of carrying 
out thorough axillary dissections in all Class I 
and Class II cases. McWhirter generalized er- 
roneously, “If more lives are to be saved by 
surgery, then the scope of the operation must be 
extended.” By this he implied that radical sur- 
gery, if it is to be accepted as an effective treat- 
ment for cancer, should be able to attain good 
results with all types of cancer and in all types 
of patients regardless of the patient’s condition 
or classification. His rationale on this point is 
wholly fallacious. 

Why should McWhirter, or anyone for that 
matter, demand more of any specific treatment 
than it can offer? It would be like saying, “If 
more lives are to be saved by the use of penicillin, 
then the scope of the medication must be ex- 
tended.” Penicillin acts best only on a certain 
bacterial spectrum; Aureomycin finds its most 
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effective action in another; Terramycin and 
Chloromycetin in another. If curative radical 
surgery will give us our best results only in 
Portmann’s Group I and Group II cases—fine. 
Let us use it. If surgery fails to offer any bene- 
fits in Group III or Group IV cases, or if, in 
fact, it accentuates and disseminates the disease, 
then certainly let us not use it. That being the 
case, we must resort to therapeutic measures oth- 
er than surgery for Group III and Group IV 
cases. 

It is imperative then that we prevent this 
premature and unjustified trend away from radi- 
cal surgery and interrupt the movement toward 
simplified surgery. Until unequivocal evidence 
to the contrary appears, every woman with a 
classified Portmann’s Group I or Group II lesion 
should not be deprived of what is still considered 
the best operative procedure to date, namely, 
the classical radical resection. Anyone who sub- 
jects his patient to anything less should hold him- 
self responsible for any result less favorable than 
our best published results for similar cases. 


Proper Classification 


It is my opinion that one cannot reduce human 
behavior or behavior of disease to any rigid for- 
mula or rule. To have a plan, however, for the 
proper classification of a complex disease so that 
various effective forms of therapies may be admin- 
istered is indeed a wise approach. Though it may 
not be the best plan available, still it is a plan— 
and a fairly good plan is certainly better than 
no plan at all. So until something better comes 
along, we must proceed with a systematized plan 
of management for carcinoma of the breast and 
at the same time strive to better the results from 
each specific form of therapy. 

It is often difficult to decide which cases of 
Portmann’s Grade IT should be managed by simple 
mastectomy and x-radiation, since one cannot 
accurately predict the degree of cellular activity 
of the malignant disease at the time of surgery, 
nor can one predict what the response would be 
of any given malignant lesion to x-radiation. 
Since one cannot prognosticate how any given 
lesion will respond to surgery or irradiation and 
since we know that certain lesions are not highly 
anaplastic, recognition of metastatic nodes in the 
axilla per se should not necessarily preclude in- 
operability. The benefit of doubt must always be 
given to the patient, and a classical radical mastec- 
tomy should preferably be performed, 
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In certain patients in Portmann’s Group III 
and Group IV we may on occasion recommend 
palliative simple mastectomy followed by ir- 
radiation; however, in the majority of such in- 
stances we do not recommend surgery at all. 
Whenever a foul-smelling, fungating, ulcerative 
mass exists and the patient is unable to live with 
herself, a simple breast excision may be recom- 
mended. In the majority of Group III and Group 
IV cases, x-radiation therapy in the highest pos- 
sible dosage is administered to all areas where 
carcinoma is known to extend. 

Until something more conclusive, something 
more definitive, for the treatment of cancer of the 
breast is evolved, we must classify the different 
types and classes of carcinoma and the different 
clinical patterns of carcinoma into a workable plan 
such as originally suggested by Portmann so that 
we may more intelligently deal with these various 
lesions in their different stages and thereby more 
reliably evaluate and compare our results. It is 
important to remember that the different stages 
of breast disease, particularly Groups II, III 
and IV, do not represent different disease en- 
tities, but rather late variations of the same dis- 
ease brought about by our failure to recognize 
and deal with the disease at the earliest possible 
moment. A more reliable comparative study can 
be made on a worldwide basis only when a more 
careful classification of disease of the breast and 
a more deliberate evaluation of the treatment 
for each specific grade of the disease are carried 
out locally. 

Foote, of the Memorial Hospital in New 
York City, in dealing with the histologic classifi- 
cation of carcinoma of the breast, made some in- 
teresting observations. He described carcinoma of 
the breast as either “infiltrating” or “noninfiltrat- 
ing,” and he stated that 90 per cent or more of the 
carcinomas he had studied were of the infiltrating 
ductal type. He stated that the lobular carcinoma 
is uncommon and is present in over 2 per cent 
of the cases. This seems to corroborate in principle 
the findings of all important clinics, more espe- 
cially those statistics published by Harrington 
of the Mayo Clinic in his review of over 8,000 
cases. If it is true that 90 per cent of the car- 
cinomas histologically are of the infiltrating vari- 
ety, the over-all treatment must be that which is 
all inclusive; it cannot for the benefit of 2 or 
more per cent omit anything that would tend to 
give the patient anything short of the best chance 
for cure. This implies that a systematized cura- 
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tive surgical program must be routinely admin- 
istered to all of the early-discovered lesions (Port- 
mann’s Grade I and Grade II); and a system- 
atized conservative medical program routinely re- 
served for most of the “too late” lesions (Port- 
mann’s Grade III and Grade IV). 


Supplemental Measures 


Many reports have appeared in the recent 
literature in which more favorable end results in 
the treatment of carcinoma of the breast were 
attained by supplemental bilateral oophorectomy. 
The removal of estrogenic stimulation to the 
growth of malignant cells in carcinoma of the 
breast can be compared to the results that have 
been so favorably reported with castration of the 
male in carcinomas of the prostate. It is believed 
that in prostatic carcinoma, estrogenic substances 
tend to neutralize or counteract the effect of the 
androgenic secretion by the testicles. Castration 
of the male in carcinoma of the prostate has be- 
come routine in many clinics throughout the 
world. There are those who believe that after 
mastectomy, bilateral oophorectomy is unneces- 
sary. They recommend medical neutralization of 
continued estrogenic stimulation and _ therefore 
administer testosterone propionate. 

Prudente, of Sao Paulo, Brazil, employs a 
routine plan of postoperative administration of 
testosterone propionate (hormonal castration) in 
all of his cases of radical mastectomy. On the as- 
sumption that all carcinoma cells are not re- 
moved by surgery, and that remaining cells are 
still under the influence of the estrogenic stimu- 
lus, Prudente believes that he has bettered his 
statistics by 23 per cent with the routine post- 
operative use of male hormone. He also believes 
that he has attained an especially low recurrence 
figure following his mastectomies with routine 
postoperative androgenic treatment. Depending 
upon the age of the patient and grade of malig- 
nancy involved, he varies the dosage as follows: 
for Grade I and Grade II (Broder’s Classifica- 
tion), 75 mg. weekly for four months and a four 
month rest period each year; for Grade III, 175 
mg. weekly, and for Grade IV, 350 mg. weekly. 
The dosage is reduced whenever evidence of vir- 
ilism, sexual excitability, increase in blood pres- 
sure and edema develops. 

Surgical castration as a supplemental measure 
may be employed in those patients with carcinoma 
of the breast who are still in the premenopausal 
period. In those patients close to the climacteric 
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or as much as five years beyond that period, 
x-radiation castration may be employed. In those 
who refuse surgery or will not tolerate an abdom- 
inal surgical procedure too well, sterilization by ir- 
radiation is the preferred plan of treatment. Un- 
fortunately, x-radiation castration is an incom- 
plete method for eradicating total ovarian func- 
tion. It has been shown on repeated occasion that 
bilateral oophorectomy is superior to irradiation 
castration. Ovaries removed from the body after 
having been irradiated for complete castration ef- 
fect were shown to be only partially destroyed. 
Because bilateral oophorectomy is believed to re- 
move completely the hormonal stimulating factor 
to carcinoma of the breast, we should, in every 
instance in which the indication exists, reduce 
that hazard by excision of the ovaries. It is my 
belief that surgical castration will do more lasting 
good in the earlier cases of Grade I and Grade II 
than in the “too late” cases of Grade III and 
Grade IV. 


J. C. Lees, one of the outstanding challengers 
and antagonists of our basic pathogenetic as- 
sumptions on the growth, behavior and extension 
of cancer of the breast, as well as one of our most 
vociferous critics on basic considerations of what 
comprises “cure” and “curability” of cancer by 
surgical methods, after propounding his many 
criticisms of our present day cancer theories, 
cancer treatment and cancer results, concluded 
with the following: 

1. “It is wise, unless the contrary is known, 

to remove diseased tissue. 

2. “It is wise to give any treatment, which 
has been learned by direct clinical experi- 
ence will probably improve the patient’s 
condition, prolong life, relieve pain, re- 
store function and prevent toxemia.” 

His final conclusion was, “From the above 
principles and with the information available, 
we can only go on to discover the best treatment 
using common sense and general experience of 
the way cancer behaves.” From Lees’ declara- 
tions we see how a statistician may go about pro- 
pounding elaborate theories, demonstrating con- 
vincing figures and charts, and widely influencing 
current thinking and procedure, yet himself un- 
able to offer any constructive recommendation, 
ultimately bowing to common sense, sound judg- 
ment, and most important of all, actual clinical 
experience. 
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Plan for More Systematized 
Program of Treatment 

The following is a proposed plan for bringing 
more patients of “Medical” Class B (Portmann’s 
Grade III and Grade IV) into the fold of “Cura- 
tive Surgical” Class A (Portmann’s Grade I and 
Grade II): 

(See next page) 


(A) PROPHYLACTIC TREATMENT 

(LAY PROGRAM) 

(1) Education of public to the significance 
and advantages of early recognition of 
breast “lumps,” painless or painful. 

(2) Teaching of monthly self examinations 
to all women starting at high school 
level. 

(3) Public education through physicians 
and all public health agencies concern- 
ing the importance of periodic self ex- 
amination of the breast once monthly 
for a lifetime. Lectures, informal talks, 
and illustrative motion pictures will 
contribute effectively toward the goal 
of early detection of a “lump” in the 
breast. Existing public education pro- 
grams must be stepped up. 

(4) Routine visit to the doctor twice yearly 
for complete physical examination. 

ACTIVE TREATMENT 

(MEDICAL PROGRAM) 

(1) Early Surgical Consultation: When- 
ever the physician finds a “lump” in 
the breast, he should always, before in- 
stituting any form of conservative 
medical program, seek out competent 
surgical consultation first. This will in 
most instances reduce the duration of 
time from the onset (date of discov- 
ery) to the date of surgery (excisional 
biopsy), and effectively prevent Class 
A cases (Portmann’s Stage I and Stage 
II) from ever becoming late Medical 
Class B cases (Portmann’s Stage III 

and Stage IV). 

(2) Early Excisional Biopsy: Avoid aspira- 
tion biopsies. They are notoriously un- 
reliable and may cause one to over- 
look an existing carcinoma. 

(3) Early Radical (Curative) Surgery on 
all “early” Class A cases (Portmann’s 
Stage I and Stage II). 


(B) 
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(4) Simple (Palliative) Mastectomy in all 
Class B “too late” cases (Portmann’s 
Stage III and Stage IV). Deep x-ray 
therapy or chemotherapy may be em- 
ployed. 
Cancerocidal Agents may be employed 
supplement illy before and immediately 
after radical surgery of the breast to 
destroy all distally metastasizing can- 
cer cells. 


(5) 


The following are the advantages of the fore- 

going proposed plan: 

(1) A surgical or medical classification is 
established at once, and a practical pro- 
gram of treatment is instituted in the 
shortest possible time. 

(2) After surgery, any discovered clinical er- 
rors in Stage I or Stage II cases requiring 
change or reversal of pathologic evalu- 
ation can be corrected at no disadvantage 
to the patient. No practical serious er- 
ror can be made in regard to the treat- 
ment administered since the same surgi- 
cal plan pertains to Grade I and Grade 
II cases. Prognosis becomes better and 
more reliable. 


Proper and orderly timing for routine em- 
ployment of supplemental forms of ther- 
apy is considered in this plan, thereby 
making evaluations and comparative sta- 
tistical studies more reliable. 


(4) This plan will tend to reduce the wide 
difference of existing opinions regarding 
management of carcinoma of the breast. 
Factual findings and honest comparative 
studies will lead to greater unanimity of 
world opinion. 

(5) General specific statistical advantages 
will be manifest even if all cancers of the 
breast are counted in the statistical eval- 
uation since more Portmann’s Stage I 
and Stage II cases will eventually come 
to early curative surgery while a lesser 
number of Portmann’s Stage III and 
Stage IV deaths will result from “too 
late” and ineffective surgical intervention. 
The improved surgical results in Port- 
mann’s Stage I and Stage II cases and 
the diminished number of poor results in 
Stage III and Stage IV cases together 
will favorably enhance our ultimate over- 
all surgical statistics. 


(3) 
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Though certain disadvantages exist both in 
the Surgical (Class A) and Medical (Class B) 
cases, sound clinical judgment based on good 
clinical experience will eventually eliminate these 
difficulties. They are considered as follows: 

I. Surgical (Class A)—(Portmann’s Stage I 
and Stage IT) 

1. A breast lesion may be too small to pal- 
pate or perhaps not be palpable at all; 
yet it may have spread to the axilla or 
distally metastasized. 

2. A breast lesion may have associated ax- 
illary nodal enlargement, yet patholog- 
ically no cancer cells can be found. 

3. A breast lesion may have metastasized 
to the axillary glands, yet be of such 
low anaplasticity (Broder’s Grade I or 
Grade II) as to respond ideally to com- 
plete surgical extirpation. 

II. Medical (Class B)—(Portmann’s Stage III 

and Stage IV) 

1. A lesion of the breast may be adherent 
to the chest wall as a result of associ- 
ated inflammation not due to actual car- 
cinomatous invasion. 

2. Carcinoma metastasis to the axillary 
glands may possess such biologic be- 
havior as to resist any form of irradi- 
ation or chemotherapy. 


Summary 


It appears that surgery alone has reached the 
limits of its effectiveness in carcinoma of the 
breast. It remains for some new supplemental 
factor, such as chemotherapy (cancerocidal 
drugs), hormones, radioactive isotopes, x-radia- 
tion, or some entirely new form of therapy to 
enhance materially our present day results. Until 
then we must consider more seriously a stepped- 
up educational program related to awareness of 
the relationship of lumps in the breast to car- 
cinoma of the breast. 

The surgeon, in order to err on the safe and 
correct side of good judgment for his patient’s 
benefit must act on the assumption that the le- 
sion is malignant. There are two types of diag- 
nosis: (1) a clinical (or “practical”) diagnosis 
made for the benefit of enabling one to adminis- 
ter immediate practical treatment, and (2) a di- 
agnosis that is purely scientific (or “theoretical”) 
and which is intended mainly for teaching pur- 
poses, retrospect (postmortem) analysis, argu- 
ment, or research. The surgeon can ill afford to 
be anything but practical at all times. 
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One must bear in mind that palpable glands 
in the axilla do not always contain carcinoma 
cells. Similarly, it is important to remember that 
when axillary glands do contain carcinoma cells, 
the cells are not necessarily highly anaplastic. If 
they belong to Broder’s Grade I or Grade II 
classification, they may possess low growth po- 
tential and be amenable to extensive surgical 
excision. In the 19 per cent of cases of such 
breast lesions, that is, those with clinical axillary 
involvement containing carcinoma cells of low 
Broder’s rating, the patient should not be de- 
prived of the benefits attainable with classical 
radical mastectomy. 

Nonpalpable axillary glands, when re-evalu- 
ated postoperatively, were found to contain can- 
cer cells in about 30 per cent of the cases. 

Palpable axillary glands, when re-evaluated 
postoperatively, were found not to contain cancer 
cells in about 10 per cent of the cases. 

A plan is presented urging a more system- 
atized program of treatment (both surgically and 
medically) which, if generally adopted, can ‘ead 
to a more reliable method of comparing and 
evaluating the results of the many prevailing 
plans of therapy in operation today. 
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Management of Tension and Anxiety States 


With Hydroxyzine Hydrochloride 


Rupo.tpH C. GARBER Jr., M.D. 
SARASOTA 


The need for a therapeutic substance that 
produces a calming effect on patients with emo- 
tional states of anxiety, tension, and agitation has 
led to the appearance of numerous ataractic prep- 
arations. Many practicing physicians will agree 
that 20 to 30 per cent of their patients suffer 
from psychosomatic afflictions, resulting from 
physical and emotional stress situations occurring 
in everyday life, or in association with true 
organic disease. 


Anxiety states are often encountered in general 
practice. They may be manifested in a variety 
of ways, but usually are evident as heightened 
tension, or a feeling of apprehensive expectation. 
Situational factors which are dominant in the 
production of these symptoms should be changed, 
if possible. Psychotherapy is of primary impor- 
tance in dealing with these problems, but with 
the advent of many new therapeutic agents, medi- 
cal management has become less difficult. A com- 
plete and detailed history probably will determine 
some of the underlying causes and establish an 
early understanding between physician and pa- 
tient. The recognition and treatment of these 
symptoms of mental stress may prevent the ag- 
gravation of pre-existent organic disease, such as 
gastrointestinal disorders,1:2 cardiovascular dis- 
turbances,? asthma,* skin diseases> and many 
other conditions. 


The purpose of this study is to evaluate hydrox- 
yzine hydrochloride,* one of the newer and chemi- 
cally different ataractic drugs. To date, in spite 
of extensive usage here and abroad, hydroxyzine 
has been free of reported toxicity in the thera- 
peutic dosage range. At the outset of the study, 
nevertheless, I was apprehensive because of the 
serious toxic reactions encountered with a num- 
ber of other tranquilizing drugs. Jaundice, leuko- 
penia, depression and psychosis have been re- 
ported as side reactions of some of these drugs. 


Chemistry and Pharmacology 


Examination of the structural formula of hy- 
droxyzine reveals an antihistamine-like formation. 








*Atarax, J. B. Roerig and Company (Division, Chas. Pfizer 
& Co., Inc.) 
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Modification of the basic structure at the piper- 
azine group has given hydroxyzine special prop- 
erties that distinguish it from similar preparations. 
Hydroxyzine hydrochloride is a crystalline solid 
that is readily soluble in water. Chemically, this 
compound is designated as 1-(p-chlorobenzhy- 
dryl)-4-[2-(2-hydroxyethoxy) ethyl] diethylene- 
diamine hydrochloride. Ataractic action is the 
most prominent characteristic of hydroxyzine and 
forms the basis of its clinical use. Because it is 
water-soluble, the drug is quickly absorbed from 
the gastrointestinal tract, and therapeutic response 
usually is apparent within 15 to 30 minutes after 
ingestion. Its maximum effect occurs within one 
and one-half to two hours, and gradually sub- 
sides over a period of six to 20 hours. 

Hydroxyzine has been employed clinically as 
a calming agent for the symptomatic treatment 
of a wide variety of emotional or mental disorders 
characterized by anxiety, tension, and agitation. 
It appears that it has been used more in the treat- 
ment of neuroses than of psychoses.6 Its thera- 
peutic effect on psychotic patients, however, is 
being enthusiastically investigated. Chemically, 
hydroxyzine is a close relative of meclizine (Bon- 
amine) and has shown promise in Europe as a less 
toxic substitute for chlorpromazine.? American 
investigators have found that the toxicity of the 
preparation is eminently low. Drowsiness may 
occur shortly after ingestion just as with other 
ataraxics, but is usually transient. This effect, 
as distinguished from the calming action of the 
drug, seems to become less intense upon prolonged 
administration. 

The acute and subacute toxicity of hydrox- 
yzine has been investigated carefully in mice and 
rats. Chronic toxicity studies in dogs have 
failed to show pathologic changes after prolonged 
therapy at doses well above the normal therapeu- 
tic range for humans. Rats given therapeutic 
doses of hydroxyzine became quiet within a short 
time, and their movements were observed to be 
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slower and steadier. As soon as they were dis- 
turbed from the outside, however, the animals 
instantaneously fled from the danger area without 
losing their customary agility and alertness. 

Hydroxyzine was administered orally to four 
groups of two monkeys, each group receiving 25, 
50, 100, and 200 mg/kg. of body weight respec- 
tively. An additional group of four monkeys re- 
ceived oral doses of 400 mg/kg. of body weight. 
When doses of 25 to 400 mg/kg. were admin- 
istered, no hypnotic nor barbiturate-like effect on 
behavior of the animals was noted. Emesis was 
observed in one group receiving 100 mg/kg. and 
in all monkeys receiving 200 and 400 mg/kg. of 
oral hydroxyzine. Recovery was rapid and com- 
plete upon withdrawal of the drug. 


Clinical Evaluation 


European investigators who have administered 
hydroxyzine to a considerable number of patients 
in the past three years have found the prepara- 
tion effective in a high percentage of subjects. 

An interesting pediatric study was conducted 
by Bayart® in Belgium, who treated three series 
of patients with hydroxyzine. All children treated 
suffered from nervous conditions such as nocturnal 
nightmares, incontinence of urine, crying spasms 
and tics, and were otherwise emotionally disturb- 
ed. The dosage used in the first two series was 10 
mg. of hydroxyzine three times a day, given by 
mouth for three months, The first series consisted 
of 70 children ranging in age from five to 12 years. 
The results showed a good response in 90 per 
cent of the patients after 10 to 12 days of treat- 
ment, while the remaining patients did not re- 
spond. In 78 per cent of the entire group, re- 
covery was complete and the tics did not reappear, 
but in the remaining 22 per cent the tics re- 
curred. To eliminate these relapses it was neces- 
sary to double the original dosage, thus giving 
60 mg. daily in divided doses. This increase re- 
sulted in the disappearance of tics in 60 per cent 
of the relapsed cases; the others remained un- 
changed. 

_ In the second series, comprising 56 patients 
ranging in age from seven to 12 years, the re- 
sults were similar. With the cooperation of the 
teachers and parents of these emotionally dis- 
turbed children, beneficial results were usually 
achieved 10 to 15 days after the beginning of this 
therapy. The calming effect of hydroxyzine was 
remarkable and improved the emotional stability 
to a point where the children attained distinctly 
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more regular and favorable scholastic results. 
In a third study, hydroxyzine was administered 
to hospitalized children who were distressed by 
the new environment, and longed for their parents. 
When the preparation was given, during the first 
four or five days of their stay, the children stop- 
ped crying, became definitely calmer, ate normal- 
ly and slept quietly. 

American and Mexican investigators experi- 
menting with various dosage levels confirmed the 
European studies, and added valuable information 
with their own clinical data and impressions. 
Shalowitz,2° for example, investigated hydrox- 
yzine in 54 patients ranging in age from 65 to 
90 years, with various degrees of senile anxiety. 
Good to excellent improvement was achieved in 
51 of the 54 patients treated, and laboratory 
tests and electroencephalographic studies revealed 
no untoward effect on the liver, blood and nervous 
system after two months of therapy. When place- 
bos were substituted for hydroxyzine, the clinical 
symptoms recurred. No side reactions, not even 
drowsiness, were reported. Particularly remark- 
able in this advanced age group was the absence 
of Parkinsonism. Farah! treated 96 patients 
aged two to 90 years, who suffered from neuroses 
often accompanied by somatic disease. He found 
the drug superior to similar preparations used 
previously. His results indicated that 82 patients 
had at least some relief of symptoms, while 14 
patients responded inadequately. No manifesta- 
tions of toxicity were observed during this study. 

The clinical series reported here comprises 143 
patients with commonly encountered neuroses 
such as anxiety states occurring in business execu- 
tives, in laborers dissatisfied with their jobs, in 
patients experiencing emotional upheavals caused 
by disturbed family situations, and in those with 
associated organic disease. The ages of these pa- 
tients ranged from three to 81 years. The prep- 
aration used consisted of coated tablets contain- 
ing 10 mg. or 25 mg. of hydroxyzine hydrochlo- 
ride. 

For statistical purposes, the patients were 
classified according to diagnosis, and divided into 
five categories (table 2). There were 93 patients 
classified as psychoneurotic, a group which in- 
cluded those complaining of mental exhaustion, 
chronic fatigue, anxiety and excessive worry; 19 
patients with hypochondriasis; 12 patients with 
various degrees of alcoholism; 10 patients with 
depression (senility, melancholia, borderline psy- 
chosis); and 11 women with menopausal disturb- 
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ances. The individual requirement of hydroxyzine 
was not related to age, sex, or body weight; it 
was found, however, that more intense symptoms 
usually required 25 or 50 mg. two to three times 
a day, while less severe conditions were controlled 
with 10 mg. two to four times a day. The length 
of treatment, from the shortest to the longest 
period, ranged from two weeks to 18 months. 


Results 


The diagnoses and the results of the study 
are summarized in tables 1 and 2. It appears, 
after analysis of the clinical data, that hydroxy- 
zine is of considerable therapeutic value in the 
treatment of psychoneurosis. Anxiety, tension, 
and other symptoms of psychoneurosis, caused by 
circumstances described in the introductory part 
of the paper, were alleviated or considerably im- 
proved in 128 (89.5 per cent) of the 143 patients. 
The. therapeutic benefits in these cases were ob- 
served in several ways; for example, some patients 
who were depressed when first seen became more 
sociable during treatment, and many with anxiety 
neuroses stated they had “immediate relief” from 
tension and were able to control their worrying 
with an occasional tablet of hydroxyzine. 




















Table 1 
~ Disease a Number of Patients Daily y Oral ‘Dosage 
Range in Milligrams 
Psychoneurosis 93 30 - 150 
Hypochondriasis 19 30-75 
Alcoholism 12 30 - 150 
Melancholias and 10 30 - 100 
depression states 
Menopausal syndrome _ 11 40 - 100 
Table 2 
Patients Excellent Good Poor 
143 16 (11.2%) 112 (78.3%) 15 (10.5%) 





Report of Cases 


Case 1.—A housewife, 41 years of age, had a long 
history of numerous illnesses, which had been aggravated 
and complicated by periodic ingestion of excessive amounts 
of alcohol. The interview revealed further that she had 
the usual childhood diseases as well as diphtheria. Her 
menarche occurred at 14, and menstruation had never 
been regular. She had had dysmenorrhea for a long time 
and experienced only one pregnancy at the age of 26, 
which ended early in an abortion after an automobile 
accident. Subsequent to the accident, she had two ova- 
rian operations and a complete hysterectomy at the age 
of 32. Sexual relationship with her husband had been 
disappointing since that time. When first seen, the pa- 
tient appeared to be chronically ill; she was thin and 
nervous. The skin was of normal appearance. She had 
bilateral wheezes and rales posteriorly. There was pro- 
nounced scoliosis of the thoracic spine with limited mo- 
tion. Rectal and pelvic examinations gave negative 
results. 
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The patient was referred to a psychiatrist, who stated 
that she was neurotic, suffered from acute alcoholism 
and was not ready for psychotherapy. Chlorpromazine 
therapy and meprobamate therapy were tried, in se- 
quence, without success. A leukopenia had developed 
after two weeks of chlorpromazine therapy. Then, 
hydroxyzine, 25 mg. four times a day, was administered 
by mouth. The patient has been receiving hydroxyzine 
since, and has responded fairly satisfactorily. The leuko- 
cyte count returned to normal within one month, and 
the erythrocyte count, hematocrit reading, and sedimen- 
tation rate were all within normal limits. 

Case 2.—A white bachelor, 28 years of age, com- 
plained of “black out” spells. There was a history of 
alcoholism, dating back to World War II, when he was 
a prisoner of war. Upon returning to the United States, 
he lived with his mother. His father was killed in the 
prison camp. The “black out” spells occurred after in- 
gestion of excessive alcohol. The history revealed fur- 
ther that he had had several fractures of the extremities 
during childhood, and a fractured jaw which he sustained 
in prison camp when kicked by a Japanese soldier. 

Physical examination showed a well developed and 
well nourished man in acute distress, with obvious post- 
alcoholic neurosis. The blood pressure, pulse rate, and 
weight were normal. Chest, heart, lungs, abdomen, and 
rectal examinations gave essentially negative results. 

Examination of the blood showed a hemoglobin esti- 
mation of 13.2 Gm.; color index, 0.95; erythrocytes, 4.46 
million; leukocytes, 7,200; and a normal differential count. 
The V.D.R.L. reaction was negative, and a urinalysis gave 
negative results. The patient was given Atarax, 25 mg. 
four times a day, and responded well for several weeks. 
There was no heavy drinking or anxiety. His mother 
reported recently that he had started drinking again, 
but between “sprees” he was able to control his anxiety 
and tension when taking Atarax as prescribed. He re- 
ported no side reactions. He has become a less severe 
alcoholic, and I consider this improvement due to the ad- 
ministration of hydroxyzine. The drug proved valuable, 
but, as one should expect, was not curative. 

ase 3.—A white married woman, 43 years of age, 
presented herself with the complaints of nervousness and 
insomnia. She had recently been hospitalized for a large 
gangrenous slough on the left buttock, which appeared 
following an injection of chlorpromazine. This prepara- 
tion was used during her last labor at the hospital. 
Treatment in the hospital included blood transfusion, 
antibiotics, debridement and general supportive care. 
Pronounced anxiety and tension developed after she was 
separated from her newborn baby boy for eight weeks 
after his birth. The history revealed no previous ill- 
nesses or operations. 

Physical findings were weight, 116 pounds; blood 
pressure, 110 systolic and 78 diastolic; and pulse rate, 84. 
The patient was in good physical condition except for 
the lesion on the left buttock which was in the process 
of healing. The physical examination, including pelvic 
and rectal examinations, gave negative results. Labo- 
ratory studies, all giving negative results, included a 
roentgenogram of the chest, a Papanicolaou smear, a 
complete blood count and a urinalysis. The patient was 
given hydroxyzine, 10 mg. four times a day. She return- 
ed two weeks later and stated she felt like a “different 
woman ;” her anxiety and tension had diminished con- 
siderably. Satisfied with the action of the preparation, 
she requested permission to let her husband use the drug 
also as he complained of malaise and easy fatigability. 
There were no side reactioris in this study. The patient 
has been receiving hydroxyzine since April 1956. When 
recently seen at the office, she stated that she requires the 
preparation only occasionally, when she feels nervous and 
upset from her daily duties as a housewife. Her husband 
likewise has improved. 

Case 4.—A married white man, aged 56 years, com- 
plained of pains in the chest. A severe chest cold in 
April 1956 was complicated by pleurisy and painful 
respiration. _ Roentgen studies suggested the possibility of 
bronchogenic carcinoma, which was confirmed by a 
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supraclavicular nodal biopsy. The patient was then in- 
formed just what the future held for him, since he had 
a metastatic bronchogenic malignant condition. He was 
given a course of 4,500 r to the chest wall over a period 
of 22 days as palliative treatment, but his condition 
became worse rapidly. 

Since it was obvious that the condition was incurable 
and inoperable, his last days were made as comfortable 
as possible. He was given hydroxyzine, 25 mg. four times 
a day, in combination with increasing dosages of Demerol 
to suppress the pain. The patient was relatively relaxed 
and rational, considering his predicament, and in my 
opinion hydroxyzine was a contributory factor both for 
relaxation and synergistic action with narcotics, limiting 
the need for large doses of narcotics. Hydroxyzine could 
well be used in terminal carcinomatosis, and future in- 
vestigations will probably elicit additional beneficent 
observations. 


Summary 


Hydroxyzine hydrochloride (Atarax) in daily 
oral doses ranging from 30 to 150 mg. was ad- 
ministered to patients with psychoneuroses with 
and without organic diseases, and to patients with 
hypochondriasis, alcoholism, melancholia, and 
menopausal syndrome. Of the 143 patients treat- 
ed, 128 (89.5 per cent) had good to excellent re- 
sponses, and 15 (10.49 per cent) a poor response. 
Drowsiness occurred in four patients (2.80 per 
cent), but subsided after several days of treat- 
ment when the proper dosage level was found. 
Two patients complained of excessive dreams and 
one of leg cramps. These symptoms were, no 


GARBER: MANAGEMENT OF TENSION AND ANXIETY STATES 


Votume XLV 
NuMBER 5 


doubt, of psychologic nature and not due to hy- 
droxyzine therapy. 

The side effects in this study were minimal in 
comparison with those of the other tranquilizing 
drugs used in the past. Those encountered with 
hydroxyzine were transitory and were not of a 
serious nature. 
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“We've Heard That Song Before” 


Louis M. Orr, M.D. 
ORLANDO 


Ten days ago, I returned from the World 
Medical Association meeting in Copenhagen, 
where I was privileged to address the session on 
the worldwide problem of nuclear radiation. Two 
months ago, after having been named President- 
Elect of the American Medical Association, I 
addressed the Commonwealth Club of San Fran- 
cisco on the serious national problem of medical 
quackery. Tonight, I am here to talk with you 
about still a third major problem confronting our 
profession and the American populace—proposed 
legislation within the framework of the Social 
Security system which could lead to national 
compulsory health insurance. 

I wonder how many of you have heard about 
the proposals in the 85th Congress to provide 
Social Security beneficiaries with hospitalization 
and medical care benefits? Yes, I am referring to 
the Forand bill and other similar measures pro- 
posed or considered this year. 

I wonder how many of you realize the danger 
of such bills to the private practice system of 
medicine and to the energetic and imaginative 
free enterprise medical programs for the retired 
and for all Americans? I wonder what you have 
done about this proposed legislation? Did you 
write to your Congressional representatives and 
senators? Did you explain to friends and neigh- 
bors the real significance of massive government 
intervention based on compulsory taxation (Social 
Security taxes) into the medical care field? More 
important, perhaps, I wonder what you plan to 
do within the next few months before the election 
of U. S. representatives and senators and before 
the convening of the 1959-1960 session of the 
Congress? 

I can assure you it is somewhat discomforting 
to come here tonight to issue a call to arms, or 
at least to alert you to a serious problem facing 
our profession and the American people. Certain- 
ly, it would have been more pleasant, perhaps, if 
I could have talked about a less pressing matter. 
We in the medical profession, however, have be- 
come accustomed to challenges and to vital issues, 
and so I am sure you want to know what your 
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American Medical Association has done, and is 
doing about proposals that would introduce health 
service benefits into the Old Age, Survivors and 
Disability Insurance structure. 

As you may know, the Congress adjourned 
without taking action on the section of the Forand 
bill dealing with medical care benefits. We can, 
however, expect similar proposals to be reintro- 
duced in the 86th Congress, and there is likely 
to be action on them during the next two years. 

On June 27, 1958, two of your A.M.A repre- 
sentatives—Dr. Leonard Larsen, chairman of the 
Board of Trustees, and Dr. Frank H. Krusen of 
Rochester, Minn., winner of the A.M.A.’s Dis- 
tinguished Service Award, testified against the 
Forand bill and similar measures before the 
Committee on Ways and Means. They presented 
some sound reasons why the A.M.A. and the 
physicians it represents are opposed to such 
legislation. For example, Dr. Larsen said: 

“Today, you have before you proposals which 
would authorize service benefits in the form of 
hospitalization and surgical care for the retired 
and survivor beneficiaries under Title II of the 
Social Security Act. Such a proposal would mean 
a federally financed and federally controlled sys- 
tem of medica] and hospital care, first for Social 
Security beneficiaries, subsequently for other 
groups and ultimately for everyone.” 

Dr. Krusen in his testimony commented on 
the actual effects of the Forand bill: 

“H.R. 9467, if enacted, would authorize a 
federally subsidized and controlled system of 
hospital, surgical, nursing home and dental care, 
irrespective of need, for between 12 and 13 mil- 
lion eligible Social Security beneficiaries. This 
entire program would be under the direction and 
control of the Department of Health, Education, 
and Welfare and would be financed, in part, by 
an increase in Social Security taxes. 

“Hospital care, including drugs, appliances 
and services customarily furnished by a hospital, 
such as bed and board, nursing care, laboratory 
services, and ambulance services would be avail- 
able subject to administrative regulations, in 
those hospitals that enter into a written agree- 
ment with the administering agency. Eligible 
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nursing homes would be those where ‘skilled 
nursing care’ could be obtained, provided a writ- 
ten agreement was negotiated with the govern- 
ment. Physicians recognized by the bill as qual- 
ified to perform non-elective surgery would be 
limited to those certified by the American Board 
of Surgery or members of the American College 
of Surgeons. Hospitals, nursing homes and phy- 
sicians would all be required to accept, in full 
payment for facilities and services, charges and 
fees established by the Secretary of the Depart- 
ment of Health, Education, and Welfare.” 

Undoubtedly, you have been saying to your- 
self: ‘We’ve heard that tune before. In fact, 
it sounds like a new version of the old Murray- 
Wagner-Dingell bill, with the exception that the 
current bill would start with a particular seg- 
ment of the American people— namely, the 
retired.” 

I agree with you wholeheartedly. The tune 
is the same. It is the Murray-Wagner-Dingell 
bill once again, only with different words. 

As in 1949, we believe today’s proposed 
legislation is ill-advised and unnecessary. Cer- 
tainly there are real medical care problems among 
the aged. You and I, and Doctors Larsen and 
Krusen, recognize this. We disagree, however, 
with the Forand bill proponents on the nature 
and extent of the problem, as well as the means 
of meeting it. 

Personally, it is my opinion that medicine in 
general has been working overtime to increase 
the life span of Americans and that by its efforts 
has created first the growing aged population 
and second many of the problems that go with 
an older segment of the population. Just, how- 
ever, as medicine and its allies—and this includes 
federal and state government aid when needed 
—have actually carried out the job of extending 
life, so we can now meet the problems that have 
arisen in this growing age group. 

I do not for one moment believe that na- 
tional compulsory health insurance is the only 
mechanism that can assure quality health care 
at a cost all the people can afford. Indeed, I be- 
lieve such a mechanism is the last one that a free 
people should embrace. 

I believe the introduction of health benefits 
into the OASDI structure is wrong and danger- 
ous. I arrive at this conclusion for several rea- 
sons: 

1. The cost would be unreasonably high. 
Proponents of the measure claim the cost in the 
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first year would be roughly a billion dollars. 
The insurance industry’s survey of probable first 
year costs puts the estimate at more than two 
billion dollars. When two surveys show a differ- 
ence in estimates of 100 per cent, I believe there 
is good reason to suspect the lower figure. 

Take a look at the estimates for the first year 
costs of nursing home care. The federal govern- 
ment’s estimate is 12 million dollars; the insur- 
ance industry’s is more than 40 times that 
amount—or 513 million dollars. Again, where 
there is such a wide difference in estimates, is 
there not good reason to question the low figure? 

I believe with Dr. Larsen that a tremendous 
and unpredictable drain on the Social Security 
Trust Fund could seriously jeopardize the actu- 
arial soundness of the entire program. 

2. The physician-patient relationship as you 
and I have known it would change profoundly. 
The confidentiality and mutual respect that gen- 
erally characterize the relationship between pa- 
tients and their personal physicians could not 
continue under a nationalized program. Although 
the proponents claim that the relationship would 
not be affected, government regulations and con- 
formance to them by patients and physicians are 
certain to hamper the traditional personal relation- 
ship of doctor and patient. 

3. While the Forand bill limits health and 
medical care benefits to the retired and other 
beneficiaries of OASDI, it is inevitable that the 
programs would be expanded to include all per- 
sons under the OASDI system. 

There is no reason why other segments of 
the population would not seek equal government- 
al privileges. In fact, it is almost certain that 
the paying members of the Social Security sys- 
tem would demand the same benefits as the non- 
paying, or retired, members would be receiving 
under a federal program. 

4. Overutilization of hospital and medical 
facilities is a built-in feature of the proposed 
program. With personal and family financial 
responsibility eliminated, many aged persons 
would seek unnecessary hospital and medical 
care for trivial and imaginary illnesses and would 
become unduly concerned with their health. In 
other countries where similar legislation is in 
effect, there has been a staggering increase in 
the use of hospital facilities by the aged. 

5. We could expect that the rapidly progress- 
ing voluntary health insurance industry—includ- 
ing the Blue Cross-Blue Shield and the private 
insurers—would be destroyed since voluntary 
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purchase of health insurance would gradually be 
replaced by national compulsory health insurance. 

6. The federal government also would pro- 
mulgate standards of health care and levels of 
compensation. In time, physicians, hospitals, 
nurses, and ancillary professional groups would 
be subject to extensive federal regulatory controls. 

There are many other reasons for medicine’s 
opposition to federally controlled health programs. 
You undoubtedly have some personal arguments 
you could add to the list. 


Medicine’s Alternative 


While medicine certainly is determined to 
defeat schemes to add medical service benefits 
to the Social Security system, its aim also is to 
provide an alternative—a solution or series of 
solutions to the complex problem. I definitely 
believe that the combined efforts of individuals, 
families, communities, voluntary organizations, 
and agencies of the federal, state and local gov- 
ernments—within bounds—can provide for the 
health needs of the aged. 

We already know that 40 per cent of the 
over 65 age group have some health insurance, 
and certainly the proportion of those insured will 
grow as the years go by. The idea of health 
insurance was not known to many of today’s 
aged persons, but now almost everyone below 
the retirement age has had the opportunity to 
obtain health insurance protection and to know 
its value. 

In addition, insurance companies now are 
seeking to create new types of coverage tailored 
to meet the needs of the aged ill. New approaches 
like preretirement financing of health insurance 
policies with paid-up status at 65; use of life 
insurance after 65 to pay for health care, and 
the application of deductibles and co-insurance to 
permit coverage of costly illnesses at a low pre- 
mium rate are just a few of the ways in which 
health insurance can be spread among more of 
the aged. 

Blue Cross currently is conducting experi- 
ments in covering nursing home and visiting 
nursing care for the aged. Blue Shield is experi- 
menting with new programs for the aged in 
Kansas, Massachusetts, Delaware and other 
states. 

The nursing home operators themselves are 
seeking to improve their standards and provide 
a quality service that will bridge the present gap 
between inexpensive but inadequate home care 
and adequate but overexpensive hospital care. 
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The American Hospital Association, too, is ac- 
tive in the care of the aged, trying to contain 
rising costs. 

All of us interested in a better program of 
health care of the aged realize the need for wider 
use of ambulatory or self service hospital care, 
skilled nursing home care, better use of practical 
nurses in or out of hospitals, home care programs, 
visiting nurses and improved housing for the 
aged, and we actively are planning for these. 

Through the new Joint Council to improve 
the Health Care of the Aged our own American 
Medical Association is supporting a loan pro- 
gram by the federal government for hospitals 
and nursing homes and encouraging greater use 
of Hill-Burton funds for chronic disease units. 

This month our Association is holding a 
planning conference on medical society action in 
the field of aging. The program will be devoted 
to finding ways in which all of us can promote 
the training of personnel and the development 
of facilities for the care of the aged . . . cooperate 
in developing community programs for the senior 
citizens . . . expand medical and socioeconomic 
research in reference to aging and the aged .. . 
and improve methods of financing health care 
for the aged. 

In true medical fashion we are diagnosing the 
problem first and then proposing the necessary 
treatment. We intend to find the best methods 
to provide medical care for the aged, not political 
care. 

Rehabilitation 

We also are extremely interested in rehabili- 
tating the aged, and we are not seeking merely 
the custodial care of these persons. Because the 
number of retired persons will increase by mil- 
lions over the next few decades, we also are 
interested in reducing to .a minimum the num- 
ber of those who would be needy in their senior 
years. 

Yes, the problem of the aged requires the ap- 
plication of rehabilitation and prevention as well 
as diagnosis and treatment. 


Current Task 

While it is true that our alternative to “po- 
litical care” of the aged is diversified and per- 
haps quite complicated, we believe that there is 
no simple, blanket solution to the problem. Be- 
cause there are many facets to medical care for 
the aged, the efforts of many segments of our so- 
ciety—in addition to medicine—will be required. 

I believe our current task is twofold: 
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One, we must do everything possible to defeat 
proposed legislation calling. for hospitalization 
and medical care benefits to Social Security bene- 
ficiaries. As A.M.A. President Dr. Gundersen 
says in his President’s Page in the August issue 
of the Journal of the A.M.A.: 

“Tf we as physicians are going to reverse the 
increasing federal contro] in health matters, we 
must act immediately. Within the law we must 
aid in the election of legislators who oppose na- 
tional compulsory health insurance. If such men 
and women are not elected, then legislation may 
be passed during the 1959-60 session of Congress 
which would plunge the nation into such a na- 
tional program from which there will be no hope 
of turning back.” 

So, I, too, urge you to contact the candidates 
for the U.S. House and Senate and to give them 
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your views on political care health measures. 

Second, we must exercise aggressive leader- 
ship at the local level to resolve the scores of 
problems facing our senior citizens. Through our 
efforts in local medical societies we can improve 
the health care of the aged and blaze a few new 
trails in the betterment of that care. By our 
local actions we can prove that it would be un- 
wise and unnecessary for big government to ex- 
tend its control and direction over American 
medicine and the health affairs of the American 
people. 

Let none of us be fooled. The Forand bill 
and other similar proposed measures are merely 
variations on an old rejected theme—the Murray- 
Wagner-Dingell bill. The new words are no bet- 
ter for American medicine and the American 
people than the old ones of 10 years ago. 
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Fate of Women with Positive Cervical 
Cytology. By James Henry Ferguson, M.D., 
and Harvey Lozman, M.D. South. M. J. 51:296- 
301 (March) 1958. 


This paper is an account of the fate of 169 
women who had cytologic studies of the cervix 
which resulted in a positive report. The longest 
follow-up period on these patients was about three 
years, and nine of the women were dead at the 
time of the study. Thirty-three of the patients 
in this series had invasive carcinoma of the cervix 
and approximately one-half, 16 women, had intra- 
epithelial carcinoma. The experience of the au- 
thors did not support the placing of a lower age 
limit at which cervical cytologic examination can 
be useful, nor did it indicate that obstetric cases 
should be excluded from this type of study. One 
third of all their patients with positive cytologic 
smears were under 30 years of age. The average 
age of all women with positive cytologic smears 
was lower than that of women with intraepithelial 
carcinoma or invasive carcinoma. 

Only six of the 169 women in this study were 
never pregnant. The antepartum and postpartum 
clinics are a rich source of positive smears, the 
authors observed, and they noted that in many in- 


stances the results of these tests become negative, 
apparently with the assistance of time and bi- 
opsies. In their experience, positive cervical smears 
disappeared spontaneously, others never reappear- 
ed after cone biopsy of the cervix, but all, they 
concluded, should be followed indefinitely. 


Management of Nonpenetrating Thoracic 
Injuries. By DeWitt C. Daughtry, M.D. Am. 
Surgeon 23:462-474 (May) 1957. 


In this present day of high speed auto- 
mobiles, increasing air travel, mechanization of 
farms and a large number of people working with 
other machinery, thoracic injuries are responsible 
for a large percentage of accidental deaths. Ap- 
proximately 25 per cent of automobile accident 
deaths are due to thoracic injury. The frequency 
of severe thoracic injuries and the immediate and 
subsequent complications encountered should, in 
the opinion of this author, so impress the phy- 
sician that he will consider every chest injury as 
potentially fatal. The deranged physiology is 
often out of proportion to the apparent extent 
of trauma, he points out, and accident room man- 
agement often determines the patient’s subse- 
quent course. 
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Prompt institution of the necessary emergency 
measures, control of pain, correction of paradox- 
ical motion of the chest wall, maintenance of 
an adequate airway, relief of pneumothorax and 
careful observation for more unusual complica- 
tions or associated injuries will greatly decrease 
morbidity and mortality rates. Multiple specialty 
consultations are often necessary. Extensive 
thoracic injuries in the heavy smoker, the aged, 
or the patient with poor respiratory reserve re- 
quire especially detailed attention. General and 
specific therapeutic measures are discussed in 
some detail, and more unusual injuries or com- 
plications such as fracture of the trachea and tor- 
sion of the lung are mentioned. The author ob- 
serves that well trained physicians of today 
should not continue to accept severe morbidity, 
long term invalidism and a mortality rate of ap- 
proximately 10 per cent in patients with thoracic 
injuries admitted to the hospital. 


Periventricular Calcification and Cy- 
‘tomegalic Inclusion Disease in Newborn 
Infant, By George Daurelle, M.D., George F. 
Smith, M.D., and William Riemer, M.D. J. A. 
M. A. 167:989-991 (June 21) 1958. 


A case of advanced periventricular calcifica- 
tion in a newborn infant is reported for the pur- 
pose of directing attention to the unusual findings 
on the skull roentgenograms. The films disclosed 
calcium lining the walls of the lateral ventricles 
of the brain. Such a picture has been reported 
four times previously, all in infants with general- 
ized cytomegalic inclusion disease. The patient 
in the case presented showed the characteristic 
cells of cytomegalic inclusion disease in the urine. 
The authors describe this case to suggest that 
this radiographic finding, when present, indicates 
a diagnosis of cytomegalic inclusion disease and 
may be pathognomonic of the disease. 


Agranulocytosis Resulting from Methi- 
mazole (Tapazole): RrEport oF THREE CASES. 
By Maurice Rich, M.D., and Martin S. Belle, 
M.D. J. A. M. A. 167:573-575 (May 31) 1958. 


Since the introduction of methimazole (1- 
methyl-2-mercaptoimidazole; Tapazole), in 1949, 
it has been utilized as a potent antithyroid drug 
and in recent years has almost completely re- 
placed thiouracil and propylthiouracil in the medi- 
cal treatment of hyperthyroidism. A number of 
toxic reactions, however, have been observed with 
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the use of this agent. The occurrence of agranulo- 
cytosis following the administration of this drug 
constitutes a real hazard to life. It is the purpose 
of the authors in this paper to direct further at- 
tention to this possible dangerous toxic effect of 
methimazole by reporting three cases of agran- 
ulocytosis induced by this drug, one of which 
terminated fatally. They conclude that frequent 
performance of white blood cell counts is advis- 
able during the administration of methimazole, 
although it is not certain that this measure will 
anticipate the possible production of agranulocy- 
tosis by this drug. 


The General Practice of Pathology. 
By Gretchen V. Squires, M.D. South. M. J. 
51:922-923 (July) 1958. 


Dr. Squires thinks the time has come when 
pathologists must attempt to master all of the 
branches of clinical pathology plus pathologic 
anatomy, or they must delegate, in a satisfactory 
manner, *well within the bounds of the ethical 
practice of pathology, those portions of their pa- 
thology duties which they themselves cannot mas- 
ter. This problem is rather easily solved in large 
institutions where “spheres of interest” can be 
filled by other pathologists within the same de- 
partment. The problem child, however, remains 
as always the “one pathologist” hospital which 
includes a large segment of the profession. In 
her opinion there is a definite place, commensurate 
with his dignity and degree of training, for the 
nonmedical specialist within the framework of 
the well run pathology department. She points 
out the mistake of failing to give him, in par- 
ticular the Ph.D. specialist in the paramedical 
field, the credit and financial remuneration his 
training and graduate degree deserve. 

To meet the seemingly insurmountable prob- 
lem of adequate income for such highly trained 
personnel to serve the small hospital Dr. Squires 
suggests a plan similar to the community blood 
bank program in which a group of small hospitals 
would work out a program with regard to special 
technical services. She also proposes another ap- 
proach to the problem through liaison with near- 
by medical schools. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 
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Paramedical Problems 


In our present era of the increased application of technology to the practice of medicine, our pro- 
fessional field has, of necessity, become surrounded by an ever increasing number of rather spacious 
medical borderlands. The proper place and representation of these areas in the total picture of Medi- 
cine give rise to a number of basic problems of rather major importance, to which insufficient con- 
sideration has been given by our profession in the past. The time has come to scrutinize these prob- 
lems and plan for the future. 

Elemental in the approach to such a situation is a careful definition of terms and boundaries. 
Indeed, such careful definition, together with a concisely accurate statement of the problem, will do 
much toward providing us a satisfactory solution. Let us, if we are able, first draw a clear and broad 
line between the valuable, conscientious ancillary groups providing scientific care and information 
under the direction of qualified physicians and that large body of enterprising but unscrupulous and 
dishonest charlatans who are constantly preying on the fringe areas of medicine and exploiting those 
unfortunates whose judgment is weakened by illness and apprehension. And, second, let us clarify our 
own thinking to the extent that we can set down a table of organization delineating the proper re- 
lationship of the acceptable and valuable paramedical services to the profession of Medicine as 
a whole and to the guiding hand of the physician himself. Tackling such a problem, one becomes 
immediately aware of its hidden magnitude and the necessity for much sober and thoughtful re- 
flection upon its past, present and future aspects. 

A statement recently published by the Board of Trustees of the National Medical Foundation 
for Eye Care very thoughtfully and concisely outlines objectives which it seems to me are ap- 
plicable to our entire profession. I quote: 

1. “Medicine must re-establish its primacy, its over-all responsibility and authority, in the 
realm of medical care. 

2. “Medicine should undertake to define the conditions under which any paramedical groups 
may or should be licensed. (Does the public interest require their licensure, or would licensure 
only lead to independent functioning which is not in the public interest? ) 

3. “In the interest of a better coordinated professional service, medicine should determine and 
define the need for each paramedical group, its functions, its educational standards, and the man- 
ner in which its members (whether licensed or unlicensed) are to be recognized and supervised. 

4. “Medicine should assert the principle that every physician has the legal right to do anything 
for the patient that his medical care requires, and that he further has the right to delegate to any 
paramedical worker any technical procedure. 

5. “Medicine should further assert the principle that whatever privileges may at any time be 
granted to limited practitioners or paramedical workers, whether by law or otherwise, such grant in 
no way circumscribes the physician’s authority in that field and in no way restricts the practice of 
medicine by the physician. 

6. “The medical profession as a whole should recognize the basic fact that whenever any para- 
medical group succeeds in establishing independent status in any area of professional medical practice, 
or in circumscribing or compromising the authority of the physician in any area of professional medi- 
cal practice, the threat or the damage extends to all of medicine and should be of concern to the 
entire medical profession.” 

These statements merit our most careful consideration if we are to evolve a satisfactory archi- 
tectural plan for the firm foundation upon which we can erect the huge, complicated and dignified 
structure which will house, in a proper and professional manner, all things medical. 


pba 
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The Value of the 


During the past year, a few pertinent articles 
and editorials appeared in medical journals warn- 
ing physicians of the dangers of the promiscuous 
use of the electrocardiogram. The authors usually 
expressed the fear that much iatrogenic heart 
disease was caused by the injudicious use and im- 
proper interpretation of the electrocardiogram. No 
one can gainsay the validity of their thesis. 

Yet, despite these warnings, more and more 
electrocardiographs are being sold and more trac- 
ings are being made than ever before. The aver- 
age patient has come to regard the electrocardio- 
gram as the equivalent of a cardiac consultation, 
and certainly no cardiac evaluation would be con- 
sidered complete by most physicians without an 
electrocardiogram although the astute cardiologist 
recognizes that it is valueless in many cases. 

Perhaps if physicians understood the whys 
and wherefores instead of the do’s and don’ts, 
electrocardiography would assume its rightful 
place as a diagnostic aid of very limited value 
in most patients with heart disease. 

As physicians, we constantly strive to estab- 
lish new diagnoses to aid the sick, and in our 


Electrocardiogram 


quest for the cure of man’s ills we are constantly 
devising new diagnostic tools and aids. At times, 
it appears that many simple diagnoses become 
lost in the morass of diagnostic tests used to 
establish them. Because of our indigenous lazi- 
ness, we order diagnostic procedures hoping to 
obtain an answer in shorter time and with less 
mental perturbation than the time consumed by 
adequate evaluation of the problem and proper 
selection of diagnostic aids and confirmations. 

Thus, when the technic of electrocardiography 
was rather difficult, few tracings were taken. Now 
that direct writing machines, which any child 
can properly operate, have become available at 
a most reasonable cost considering the financial 
return, it is easier to order an electrocardiogram 
than to take the time necessary for an adequate 
history and physical examination. Unfortunately, 
too, because of the great value Americans place 
on machines and gadgets and because of the phy- 
sician’s lack of the adequate nosogeny of cardiac 
disease, the electrocardiographic tracing is thus 
accepted as the diagnosis by the physician and the 
patient alike. 
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Physicians know, but few realize, that the 
electrocardiogram is merely a recording of the 
depolarization and repolarization of heart muscle 
fibers. It is this and nothing more. This tracing 
is altered by various extracardiac factors and too 
frequently by errors in technic. In our zeal to 
obtain all possible knowledge from the electro- 
cardiogram, we have attempted to and have al- 
most convinced ourselves that we could change 
basic physical laws. Despite the brilliant work 
of Wilson, Goldberger, Grant, and others, the total 
summation of electromotive forces recorded in one 
plane cannot be resolved into two or three planes 
and vice versa. The attempt of these and many 
other investigators to remove the interpretation 
of the electrocardiogram from an empiric to a 
scientific level has been of no avail. Postmortem 
pathologic correlations of electrocardiographic 
findings leave an aura of agnosticism surrounding 
the questioning mind. Recent studies of Prinz- 
metal’s group would call for a re-evaluation of 
many basic tenets. Too many capable investiga- 
tors have adopted an almost cabalistic approach 
to the electrocardiogram, and as a result, months 
of study on minimal gradient changes will un- 
doubtedly prove just as important as how many 
angels can dance on the point of a needle. 

Because it had been shown that acute myo- 
cardial infarction was cften associated with elec- 
trocardiographic changes, the recent increase in 
coronary artery disease, with its resultant myo- 
cardial disease in the general population, has 
caused the electrocardiogram to become the diag- 
nostic procedure sine qua non. So deeply has the 
electrocardiogram become associated with coro- 
nary artery disease that many physicians who 
should know better will diagnose coronary artery 
disease from a tracing and will not diagnose an 
acute myocardial infarction because of the lack 
of electrocardiographic findings even in the face 
of typical clinical findings. 

Likewise, because of the association of the 
electrocardiogram with myocardial disease, vari- 
ous tests were devised in an attempt to diagnose 
coronary artery disease basing changes occurring 
in the electrocardiogram after exercise or anoxe- 
mia as evidence of disease. The very fact that 
the tests are not to be performed as screening 
procedures and not in the face of known coronary 
artery disease proves their worth. 

What, then, is the value of the electrocardio- 
gram? Certainly no one doubts its worth in the 
diagnosis of cardiac arrhythmias, which in some 
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cases can only be established by its use. If an 
electrocardiographic tracing confirms a diagnosis 
of myocardial disease, it is most comforting to 
the physician. Since an electrocardiogram is mere- 
ly the instantaneous summation of electrical im- 
pulses of a myriad of cardiac muscle fibers, it 
can never predict heart disease. Always when 
the tracing is at variance with the clinical diag- 
nosis established by a careful diagnostic survey, 
man’s brain which has made this diagnosis had 
best supercede the results of this diagnostic tool 
designed to ease the burden of man’s brain but 
not to replace it. It is only in this way that the 
electrocardiogram will exhibit its true value of 
what it is and what it can do rather than what 
we hope it will do but never can. 





“Long May Our Land Be Bright 
With Freedom’s Holy Light” 


Once again, November brings a very special 
national holiday. In keeping with American tra- 
dition, at the fruitful season of the waning year 
the nation perennially pauses to give thanks on 
high for its manifold blessings. “Thanksgiving 
Day,” it has been aptly said, “is only our annual 
time for saying grace at the table of eternal 
goodness.” It is sound psychology as well as good 
religion that we the people of the world’s most 
fortunate nation express at this season our genu- 
ine appreciation of those forebears who, three 
centuries and more ago, celebrated the first 
Thanksgiving Day. It was their industry and 
courage that enabled them to hew from the virgin 
forest this great nation. To their steadfastness 
and faith we owe the ideals of liberty and justice 
that have become our treasured inheritance. 

It is good that we turn from today’s mad rush 
of worldly affairs to keep faith with our fathers 
in the spirit in which they established Thanksgiv- 
ing Day. Gratitude for the abundance of our 
material and spiritual endowments, for the pres- 
ervation of our way of life and for the beneficent 
influence of a steadfast religious faith on our 
destiny is wholesome in its effect upon the mind, 
the heart and the spirit of man. 

Freedom is the priceless heritage Americans 
have long cherished. We take for granted our 
vaunted four freedoms—freedom of worship, free- 
dom of speech, freedom from want and freedom 
from fear. A fifth freedom, about which we hear 
little, is equally important—freedom of choice. 
Certainly the philosophy of free choice touches 
on every phase of daily life, and the health of 
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the nation is no exception. This freedom has 
particular bearing on the medical profession for 
it is vital to the proper doctor-patient relation- 
ship. 

Recent socialistic trends in the nation have 
sought to curtail this relationship and have nib- 
bled away from this approach and that, directly 
and indirectly, until the profession has at last 
come to realize that the future quality of medi- 
cal care may be at stake. If America’s physicians 
are to continue to engage in the free practice of 
medicine and provide the highest quality of medi- 
cal care in the world, they now have the oppor- 
tunity to express their gratitude for past and 
present freedoms by standing firm against and 
alerting the public to the dangers of piecemeal 
curtailments leading down the road to socialized 
medicine. Dr. Louis M. Orr, President-Elect of 
the American Medical Association, emphasized 
these dangers in an address made recently before 
the Desoto - Hardee - Highlands - Glades County 
Medical Society. Entitled “We’ve Heard That 
Song Before,” this speech is published in this issue 
of The Journal. 

From first hand knowledge of Britain’s bitter 
experience, Harold McMillan, Prime Minister of 
Great Britain, remarked, as quoted in the initial 
issue of The AMA News: “There is no difference 
between Socialism and Communism except this: 
Socialism is soft, Communism is hard; Socialism 
is pink, Communism is Red. Socialism gets you 
down bit by bit by a kind of anesthetic process. 
It might be called mercy killing. Communism 
just knocks you on the head.” Through com- 
placency and indifference, let us not be anesthe- 
tized into surrendering any of our precious herit- 
age to the sinister forces that would destroy our 
freedom. As America gives thanks at this special 
season of the year, let every doctor, every pa- 
tient, every citizen acknowledge and strive to 
measure up to his personal responsibility for 
keeping our land “bright with freedom’s holy 
light,” lest we all become victims of mass mercy 
killing. 





Annual Conference 
Of County Medical Society 
Presidents and Secretaries 
The Florida Medical Association is sponsor- 
ing the First Annual Conference of County Med- 
ical Society Presidents and Secretaries on Decem- 
ber 14 at Sellers Auditorium in Jacksonville. The 
auditorium is located at 515 Lomax Street in the 
Riverside section of the city. 


EDITORIALS AND COMMENTARIES 


3561 


A.M.A. Clinical Meeting 
Minneapolis, Dec, 2-5, 1958 


Early next month Minneapolis will be host to 
the A.M.A. Twelfth Clinical Meeting. Registra- 
tion will begin at 8:30 a.m. on Tuesday, Decem- 
ber 2. The meeting will close each evening at 
5:30 p.m., and will conclude on Friday, Decem- 
ber 5, at noon. More than 3,000 physicians are 
expected to be in attendance. 

The A.M.A.’s Council on Scientific Assembly 
directs the meeting. The related, balanced pro- 
gram of lectures and clinical conferences will 
stress practical information for daily use by the 
general practitioner. Approximately 200 physi- 
cians will participate in lecture meetings, sym- 
posiums, and panel discussions on such subjects 
as neurology and psychiatry, cardiovascular dis- 
ease, arthritis, orthopedics and various other 
medical topics. A new feature will be 10 round- 
table breakfasts. 

The scientific portion of the program will be 
presented in the Minneapolis Auditorium, which 
will also house the 100 scientific exhibits and 
some 130 technical exhibits. Rooms within the 
Auditorium have been set aside for the showing 
of 35 medical motion pictures, and a symposium 
on proctology will be a special attraction on 
Wednesday evening, December 3. Closed circuit 
colored television will be shown again this year 
to doctors attending the meeting. Among the 
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Medicine in Ancient Egypt 


An Egyptian physician of the Eighteenth 
Dynasty (1500-1400 B.C.) clothed in clean white 
linen and a wig, as became the dignity of his 
status, is confronted with a patient having symp- 
toms of lockjaw. With sure, sympathetic hands, 
the physician treats the patient. Directions for 
treatment appear on the scroll held by his assist- 
ant. Magico-religious rites are here being ob- 
served by priests specifically trained in this ad- 
junctive specialty. (Courtesy of Parke, Davis & 


Company) 
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topics on the program originating in the Mayo 
Memorial Building of the University of Minnesota 
Hospital will be cardiac by-pass, neurology, 
orthopedic problems of the extremities, and 
cesarian section. 

Another special feature of the meeting will be 
a trans-Atlantic conference between A.M.A. mem- 
bers in Minneapolis and British Medical Associa- 
tion members in Southampton, England. This 
program is scheduled for Friday, December 5. 
The British association will be holding a clinical 
session at that time. 

At the Leamington Hotel, three blocks from 
the Auditorium, the House of Delegates will meet. 
Minnesota Gov. Orville Freeman will address the 
House of Delegates, and Dr. Horatio B. Sweetser, 
President of the Minnesota State Medical Asso- 
ciation, will welcome the clinical assembly. 

All hotel reservations should be cleared 
through AMA, Clinical Meeting Housing Bureau, 
Sixth Floor, Lutheran Brotherhood Building, 
Minneapolis 2, Minn., before November 22. 





Conference for County Medical Society 
Presidents and Secretaries 
Jacksonville, December 14, 1958 


Next month the Florida Medical Association 
will initiate a plan to bring together annually the 
incoming presidents and secretaries of all com- 
ponent county medical societies. President Jere 
W. Annis announces that the First Annual Con- 
ference for County Medical Society Presidents 
and Secretaries will take place at the Duval 
County Medical Society Building (Sellers Audi- 
torium) in Jacksonville on Sunday, December 14. 
It will convene at 9 a.m. and adjourn about 4 
p.m. 

This meeting on an annual basis should prove 
most beneficial to the county societies and to the 
Association. All county societies will undoubtedly 
wish to be fully represented at this first meeting, 
and the Association requests that each society 
send in promptly the name of its president and 
secretary for 1959. 

The program being arranged for this meeting 
should make it a most constructive and profitable 
occasion. . Details of the program will be an- 
nounced in the December Journal. Every incom- 
ing president and secretary of every county so- 
ciety in the state is urged to mark December 14 
as an important date on his calendar and to begin 
now to make plans to attend the Conference, 
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University of Florida 
Teaching Hospital and Clinics 
Formally Opened in October 


The University of Florida Teaching Hospital 
and Clinics formally opened for the admission of 
patients at 9 o’clock on Monday morning, Oct. 
20, 1958. In brief ceremonies, Mrs. J. Hillis 
Miller, widow of the late University of Florida 
president for whom the J. Hillis Miller Health 
Center is named, cut a ribbon stretched in front 
of the doorway in the main lobby of the Hospital 
to mark the opening. 

Presiding over the ceremony was Dr. J. Wayne 
Reitz, President of the University of Florida. 
More formal dedicatory rites are scheduled for 
the spring of 1959. 


During the week prior to the opening, special 
tours of the imposing new facility were conducted 
for physicians, hospital administrators, members 
of the press, Florida legislators, Gainesville 
townspeople, and alumni of the University. Also 
scheduled were orientation programs for law en- 
forcement officials and information personnel and 
ambulance operators in the area surrounding the 
Health Center physical plant. 


The Hospital opened initially with one acute 
patient floor and the ambulant wing available 
for use. Plans call for the opening of an addi- 
tional 50 beds each three months until the entire 
400 bed Hospital is in operation. The outpatient 
clinics began operation on the opening day. 


Opening of the Teaching Hospital and Clinics 
climaxed a six year project which began with the 
Health Center Study directed by Provost Russell 
S. Poor in 1952. Dean of Medicine George T. 
Harrell Jr., joined the University faculty in 1954 
to develop the curriculum and assist in the plan- 
ning of the Medical Sciences Building, completed 
in 1956, and the Teaching Hospital. 


The College of Nursing will move from its 
temporary quarters in the Medical Sciences Build- 
ing to permanent quarters in the Teaching Hos- 
pital and Clinics. 


The $9.6 million facility was scheduled to 
open this fall in order that members of the first 
class in the College of Medicine might begin their 
third year of instruction in the clinical facilities 
of the Hospital and Clinics. Prior to the opening, 
students spent two days each week at the Duval 
Medical Center in Jacksonville pursuing clinical 
studies. 
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Florida Correspondents 
For The AMA News 


The first issue of American Medicine’s first 
newspaper has at this writing come off the press 
and been received with widespread interest and 
approval. Some 210,000 physicians will receive 
The AMA News bimonthly and peruse it with 
profit. From front page Capsules in the News 
to numerous feature articles and nine regular 
departments this new newspaper, published every 
other Monday by the American Medical Asso- 
ciation, offers news of interest to the most dis- 
criminating reader. 

The medical profession of course wishes this 
venture every success, but it will take more than 
good wishes on the part of the A.M.A. member- 
ship to make this means of disseminating infor- 
mation of maximum usefulness. The Editor, Jim 
Reed, invites physicians to suggest ideas for 
articles they would like to see published in their 
newspaper. 

In addition, special correspondents will cover 
the medical news across the nation. The Florida 
Medical Association has assisted The AMA News 
in selecting three correspondents in Florida. They 
are Charles M. Meister, of the Jacksonville Jour- 
nal, Jacksonville; Jack Oswald, of the Miami 
Daily News, Miami; and John L. Boyles, Capital 
Correspondent of the Miami Herald Bureau, Tal- 
lahassee. To have these outstanding Florida news- 
papermen accept the duties and responsibilities 
of this role in the medical news field is gratifying 
to Florida Medicine. Their task, however, will be 
lighter and their service more effective if they 
have the active cooperation of the Association’s 
entire membership. 





New Cover Series 


With this issue, The Journal begins a new 
cover series depicting milestones along Medicine’s 
march of progress across the centuries. The pic- 
tures are taken from “A History of Medicine in 
Pictures,” a project undertaken by Parke, Davis 
& Company as a service to the medical profession 
and also as a means of helping the public to 
understand and appreciate more fully what the ad- 
vances in Medicine down through the ages mean 
today in terms of the betterment of health and 
welfare throughout the world. 

The author and director of this noteworthy 
project is George A. Bender. The paintings are 
by the internationally known artist, Robert A. 
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Thom. This author-artist team has engaged in 
intensive research to assure accuracy and authen- 
ticity, and they have been assisted by many ex- 
pert advisors and specialists in various fields of 
arts and sciences. It is a privilege to reproduce 
on the cover of The Journal this continuing series 
of original oil paintings commissioned by Parke, 
Davis & Company. 





American Psychiatric Association 
South Eastern Divisional Meeting 
Miami Beach, Dec. 1-3, 1958 


The Florida Psychiatric Society will be host 
to the first South Eastern Divisional Meeting of 
The American Psychiatric Association on Decem- 
ber 1, 2 and 3 at the new Deauville Hotel, Miami 
Beach. Scientific papers and scientific exhibits 
will be presented on each of the three days, with 
evenings reserved for relaxation and enjoyment 
of a pre-Christmas holiday for physicians in at- 
tendance and their families. Special daytime en- 
tertainment has been arranged for the women 
by the woman’s auxiliary to The Florida Psy- 
chiatric Society. 

This is a rare opportunity to combine pleasure 
and a look at “Psychiatry of Tomorrow.” On 
the pleasure side, the Deauville has everything— 
even the winter sport of ice skating for those 
who are homesick for a change to cool weather. 
There are two large swimming pools and a nine 
hole golf course. During the day there are fashion 
shows and water shows, and at night not one, 
but two night clubs. The cuisine is excellent. 
For added enjoyment, there is a four day all ex- 
pense trip to Nassau December 4 to 7 for the low 
cost of $118. 

The scientific papers cover a broad range of 
subjects which will interest not only the psy- 
chiatrists but other physicians—the general prac- 
titioner, the surgeon, the obstetrician—any who 
are concerned with the health of the total individ- 
ual. 

Outstanding speakers will present 31 papers. 
The academic lecture will be given by Dr. Fran- 
cis J. Gerty, President of The American Psy- 
chiatric Association. One afternoon will be de- 
voted to a program on “The Psychiatric Impli- 
cations of Space Medicine,” to be covered by the 
Staff of General Dan C. Ogle, Surgeon General 
of the United States Air Force, Washington, D.C. 
It is expected that a number of South and Cen- 
tral American physicians will attend. 
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For hotel reservations write Deauville Hotel, 
Miami Beach, or Austin Davies, Executive As- 
sistant, American Psychiatric Association, 1270 
Avenue of the Americas, New York 20, N. Y. 





International College of Surgeons 
Southeastern Regional Congress 
Miami Beach, Jan. 4-7, 1959 


The Southeastern Regional Congress of the 
United States Section of the International Col- 
lege of Surgeons will meet from Sunday noon, 
January 4, to Wednesday noon, January 7, 1959, 
at the Americana Hotel, Bal Harbour, Miami 
Beach. The scientific sessions will begin with 
breakfast a la carte from 7:30 to 8 a.m. and the 
program from 8 to 9 a.m. in each of the following 
specialties on Monday, Tuesday and Wednesday 
mornings, and in the afternoon on Monday and 
Tuesday: Anesthesia, Colon and Rectal Surgery, 
General Surgery, Neurosurgery, Obstetrics and 
Gynecology, Ophthalmology, Otolaryngology, Plas- 
tic Surgery, Radiology, Thoracic and Cardiovas- 
cular Surgery, and Urology. At 9 a.m. and con- 
tinuing on until 1 p.m. on Monday, Tuesday and 
Wednesday there will be a General Assembly with 
a General Surgery program. 

Approximately 50 internationally known guest 
speakers have accepted a place on the program, 
including Drs. Charles P. Bailey and Harry E. 
Bacon, of Philadelphia; William L. Watson, Alex- 
ander Brunschwig, and Gerald H. Pratt of New 
York; Claude S. Beck, of Cleveland; A. Neal 
Owens, of New Orleans; Curtice Rosser, of Dal- 
las; Philip Thorek, Edward L. Compere, and 
Ross T. McIntire, of Chicago; and Gershom J. 
Thompson, Winchell McK. Craig, and Edgar van 
N. Allen, of Rochester, Minn. All the South- 
eastern medical schools are contributing faculty 
members to the program, and Dean Homer F. 
Marsh, of the University of Miami School of 
Medicine, will address the opening session. Smith, 
Kline & French are sponsoring a closed circuit 
colored television operative program also. In 
addition, there will be cinema programs on Sun- 
day, Monday, Tuesday and Wednesday showing 
new current surgical films. 

A banquet will be held on Tuesday evening, 
January 6. Dr. Louis M. Orr, of Orlando, Presi- 
dent-Elect of the American Medical Association, 
will be the featured speaker. The regular Ameri- 
cana Hotel entertainment will follow. The Bal 
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Masque room will be reserved exclusively for 
the banquet that night. 

Members of the American Academy of Gen- 
eral Practice are cordially invited to attend this 
convocation. The Tuesday morning panel on 
“Immediate Management of Surgical Emergen- 
cies” has been arranged primarily for them. This 
panel will include: Moderator, Dr. McIntire; 
“Broad Discussion of the Problem,” Dr. George 
F. Lull; “Abdominal Emergencies,’ Dr. Thorek; 
“Injuries of the Bladder and Genitalia,” Dr. 
Thompson; “Emergencies in Injuries of the Chest 
and Heart,” Dr. Bailey; “Fractures,” Dr. Com- 
pere; “Injuries of the Face and Neck,” Dr. 
Owens; “Injuries of the Jaw and Teeth,” Dr. 
Jack H. Beckwith; and “Neurosurgical Emergen- 
cies,’ Dr. Craig. This program is approved by 
the American Academy of General Practice for 
Category 1 credit. 

The registration fee will be $10. Those who 
send in prepaid or advance registrations will be 
eligible to request Orange Bowl football and 
parade tickets at the regular price. A limited 
number of these tickets has been secured. 

The local committee chairmen are: Drs. 
Frank L. Meleney, Honorary Chairman; Harold 
O. Hallstrand, General Chairman; Ralph S. Sap- 
penfield, Anesthesiology; DeWitt C. Daughtry, 
Cardiovascular and Thoracic Surgery; Claude G. 
Mentzer, Colon and Rectal Surgery; Joseph S. 
Stewart, General Surgery; Richard E. Strain, 
Neurosurgery; Richard C. Forman, and Ralph 
W. Jack, Obstetrics and Gynecology; Edward 
Norton, Ophthalmology; Francis W. Glenn, 
Orthopedic Surgery; George E. McKenzie, Oto- 
laryngology; John R. Lewis, Plastic Surgery; Al- 
fred G. Levin, Radiology, and Milton M. Coplan, 


Urology. 





Bahamas Conferences 


An attraction of the 1958-1959 winter season 
of interest to Florida physicians is a series of 
three conferences to be held at Nassau in the 
neighboring Bahamas. The Sixth Bahamas Medi- 
cal Conference is scheduled for November 28 to 
December 18, 1958. A diversified program will 
be presented by distinguished lecturers which 
should have wide appeal to internists and general 
practitioners. The individual subjects. will be 
presented for varying periods of time during the 
three week Conference. The First Bahamas Sur- 
gical Conference will be held from December 29, 
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when psychic 


Symptoms 





distort the picture 


Dartal helps the patient reintegrate his mental processes 


In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 


Dartal promotes emotional balance 


Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 


Dartal is unusually safe 


At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 


Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 


for the management of both major and 
minor emotional disturbances 


artal 


dihydrochloride brand of thiopropazate dihydrochloride 


*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. aa 
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1958, to January 17, 1959. The Serendipity Ses- arial schedule has been established for doctors in 
sion will follow from January 18 to January 31, the various age groups. A 10 year service rate 
1959. is also available. 

All sessions will be held at the British Colonial Repository officials suggest that the credentials 
Hotel. The registration fee is $75, and an official deposited include official medical school record, 
certificate of attendance will be issued to partici- medical diploma, and _ specialist credentials. 
pants in the conferences. American citizens will American doctors should not send their original 
not need passports. Hotel reservations at special credentials, but should send photostatic, micro- 
rates may be obtained by writing to Bahamas film, or notarized copies of their original cre- 
Conferences, P. O. Box 4037, Fort Lauderdale,  dentials. 

Fla., and further information about the confer- Requests for forms and for additional infor- 

ences is available from Dr. S. L. Frank, Organiz- mation in regard to the Central Repository for 

ing Physician, 23 East 79th Street, New York 21, Medical Credentials may be sent to The World 

| B Medical Association, 10 Columbus Circle, New 
York 19, N. Y. 








Central Repository for Medical Credentials 
Refund Due for Overpayment 


The World Medical Association has initiated : 
a program which the American Medical Associa- Of 1957 State Intangible Tax 
tion commends to the attention of physicians Physicians who paid the extra assessment to 


throughout the nation. On July 1, 1958, the their 1957 intangible tax are entitled to a refund 
services of a Central Repository for Medical of the extra tax for that year, since the Supreme 
Credentials became available to doctors of the Court of Florida has ruled that the extra assess- 
world. During war and national uprisings, medi- ment was unconstitutional. Application blanks for 
cal records are often lost or destroyed. In conse- the refund have been sent to all those who over- 
quence, many doctors are today unable to utilize paid their tax. 

their professional skills because of the loss or In most instances, refunds have already been 
destruction of their original credentials and the made; however, the Intangible Tax Department 
lack of a protective service in which authenticated of the State of Florida has estimated that there 
copies could be deposited. The World Medical is close to a million dollars yet to be refunded. 
Association has therefore undertaken a program Application for the refund must be filed within 
to assure that the doctor will always be able to one year from the time the tax was paid; there- 
prove himself medically trained and fully ac- fore, physicians who paid the tax in November or 


credited to practice medicine. December, 1957, may yet apply and obtain the 
In the United States, the lifetime cost of the amount of their overpayment. 
service on a one payment basis to the newly Additional application forms may be obtained 


graduated doctor is approximately $60. An actu- from the office of the local tax collector. The 
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Low 
Dosage 


AYNEX 


pyridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 












Day 





Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona-. 


mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 


by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references : 
1 Getele, ZS. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infecti with Sulf thoxypyridazi New England J. Med. 











2. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York a> 
*Req. U.S. Pat, Off. 
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completed form together with the tax receipt 
should be sent to Mr. Ray Green, Comptroller, 
State of Florida, Tallahassee. 





Surgical Seminar 
College of Medicine, University of Florida 

On January 15-17, 1959 a surgical seminar 
will be held at the College of Medicine and Uni- 
versity Hospital in Gainesville. Speakers and 
topics have been selected so as to present material 
that has application to the practice of surgery. 
The first day the program will be devoted to 
problems in thoracic surgery, and the second day 
it will deal with specific surgical disorders of the 
alimentary tract. For the final half day a surgical- 
pathologic conference and surgical rounds are 
scheduled. 

This seminar has been arranged by the Di- 
vision of Postgraduate Education in cooperation 
with the Department of Surgery of the College 
of Medicine. 

Physicians desiring to attend the seminar may 
contact the Division of Postgraduate Education 
regarding housing, registration and other details. 
Dr. William C. Thomas Jr. is director of the Di- 
vision, and Dr. Edward R. Woodward is head of 
the Department of Surgery. 
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OTHERS ARE SAYING 











Committee On Malpractice 


Every patient that comes in‘to your office is 
a potential malpractice lawsuit. In fact, anyone 
that you talk to on the phone and offer medical 
advice may be the source of worry, embarrass- 
ment, or financial loss to you. Such is the state 
of the practice of medicine whether we like to 
admit it or not. 


Many of you I am sure have read the recent 
articles in “Medical Economics” describing var- 
ious incidents that led to litigation and/or set- 
tlement. The circumstances leading to the difficul- 
ty varied from cases where there was no basis 
whatsoever for a lawsuit, to poor record keeping, 
to prescribing over the telephone with poor results. 
As you read the case reports it is obvious that 
most of the physicians involved have been com- 
petent, careful, and hardworking. They practice 
much the same as you do and little dreamed they 
might become involved in a lawsuit until they 
were suddenly confronted with a letter from an 
attorney. 

(Continued on page 574) 
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90 Palmer Street 
Phone VA 9-3014 


Hialeah 
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Triamcinolone LEDERLE 


...in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.°. .. Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 
to control allergic rhinitis in a group of 42 patients, with an actual reduction of 


blood pressure in 12 of these.’ 


...in Other Conditions:Two failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of arisrocorT as possibly the most desirable steroid to date in treatment of 
the nephrotic syndrome.**. .. Prompt decrease in the cyanosis and dyspnea of 
pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 
tory to prednisone.'®-11-12, , , Favorable response reported for 25 of 28 cases of 


disseminated lupus erythematosus.'* 


eeQH 






Depending on the acuteness and severity of the disease under 

therapy, the initial dosage of arntstocorr is usually from 8 to 20 mg. 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to aRIsTOCORT 

from prednisone indicate a dosage of artstocorT lower by about % 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With aristocort, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


ARIsTOCORT is available in 2 mg. scored tablets (pink), bottles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100. 








t Ledterie ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORF 
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(Continued on page 568) 

It is not enough to carry malpractice insur- 
ance because even if your coverage is sufficient to 
cover almost any conceivable judgment there is 
always the time involved in attorney consultations 
and the worry. If persons with spurious claims 
succeed in being paid off to forestall annoyance or 
embarrassment then others are encouraged to seek 
easy payoffs and we are repaid by an increase in 
our malpractice insurance premiums. At the pres- 
ent time the cost is almost astronomical and 
gives all indication of becoming higher if some- 
thing isn’t done to stem the tide. 

It simply isn’t enough to practice good medi- 
cine. Besides meticulous record keeping, careful 
supervision of your assistants, and being con- 
stantly alert to this problem there is another safe- 
guard that can help with this problem. I refer 
to the formation of a malpractice committee. I 
know that there are many committees and the 
thought of another may be distressing to some, 
but many medical societies find this one of their 
most valuable committees. Its members vary 





MICROSCOPE REPAIR 
SERVICE 


Microscopes, pHmeters, balances, 
colorimeters, microtomes, etc. 
Factory authorized repairs for 
B.&L., A.O., Zeiss, Becker, etc. 
PRECISION INSTRUMENTS 

30 KINGS COURT, SARASOTA, FLA. 
Phone: Ringling 7-2687 


Write for shipping instructions 
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according to the specific field of medicine involved 
in a particular dispute or lawsuit. 

When a physician becomes involved in an in- 
cident that may lead to a lawsuit, besides notify- 
ing his insurance company, he should notify the 
chairman of this committee. The chairman then 
appoints others to the committee whose specific 
fields are involved such as radiology, orthopedics, 
etc. The committee members then meet with the 
concerned physician and try to ascertain the rel- 
ative merits of the case. Following this the so- 
ciety’s legal counsel is called in and all aspects of 
the case are discussed. The involved physician 
can then be advised as to the best course to 
follow. 


The work of the committee is not to usurp 
the rights of anyone or to attempt to coerce a 
physician into a course that he may oppose. If 
the committee functions properly then valuable 
assistance can be had that frequently will cause 
a case to collapse before it really starts. If the 
case continues despite no merits then the entire 
society can stand behind the physician with the 
members of the committee giving expert testi- 
mony in court. If the case has merit then some 
settlement might be arranged so that undesirable 
publicity can be avoided. This problem concerns 
all of us and the odds are that each of us will be 
confronted with it specifically at some time. Let 
us stand together and approach this problem with 
intelligence and vigor. 


Richard L. Foster 

The Record, 

Broward County Medical Association 
February, 1958. 
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STATE NEWS ITEMS 











Dr. Jere W. Annis of Lakeland, President of 
the Florida Medical Association, addressed the 
members of the Board of Directors of the Florida 
Medical Secretaries and Assistants Association 
meeting in Tampa, October 10. On October 22, 
Dr. Annis attended the Fall Board Meeting and 
Conference of the Woman’s Auxiliary to the Flor- 
ida Medical Association held at Daytona Beach. 


aw 


The Eighteenth Annual Meeting of the Gulf 
Coast Clinical Society was held October 23-24 at 
the San Carlos Hotel, Pensacola. Speakers in- 
cluded Dr. George R. Meneely, Associate Pro- 
fessor of Medicine, Vanderbilt University, Nash- 
ville; Dr. Goodrich C. Schauffler, Pediatric Gy- 
necologist and Assistant Clinical Professor of 
Obstetrics and Gynecology, University of Oregon, 
Portland; Dr. William S. Kroger, Associate Pro- 
fessor of Obstetrics and Gynecology, Chicago 
Medical School, Chicago. 

Dr. Louis K. Diamond, Associate Professor 


of Pediatrics, Harvard University, Boston; Dr. 
Jack N. Taylor, Assistant Professor of Urology, 
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Ohio State University, Columbus; Dr. Edward 
R. Woodward, Professor and Chairman of De- 
partment of Surgery, University of Florida Col- 
lege of Medicine, Gainesville; Dr. John H. Moyer, 
Professor and Chairman of Department of In- 
ternal Medicine, Hahnemann Medical College and 
Hospital, Philadelphia; Dr. Deryl Hart, Professor 
and Chairman of Department of Surgery, Duke 
University School of Medicine, Durham, and Dr. 
Albert L. McQuown, Pathologist, Our Lady of 
Lake Hospital, Baton Rouge, La. 


Dr. Lee Sharp of Pensacola has been serving 
as president of the Society and Dr. John J. Baehr 
Jr. also of Pensacola as secretary-treasurer. 


P—2 


Two faculty members of the College of Medi- 
cine, University of Florida, Gainesville, have been 
awarded grants to finance study in their respective 
fields. Dr. William W. Stead, Associate Profes- 
sor of Medicine, has been awarded a $24,000 
grant by the U.S. Public Health Service to finance 
a two year study for the development of an im- 
proved test of pulmonary ventilator function. 
Dr. Melvin Fried, Assistant Professor of Bio- 
chemistry, has been awarded a grant by the Na- 
tional Institutes of Health totaling $32,660 to 
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finance a three year study devoted to the char- 
acterization of protein moieties of lipoproteins. 


-— 4 

Dr. Mozart A. Lischoff of Pensacola has re- 
turned from a two month European tour. He at- 
tended the meeting of the American College of 
Surgeons in Stockholm, and visted clinics in 
Copenhagen and London. He also visited Edin- 
burgh, Glasgow, the Brussels Fair, Paris and Ma- 
drid. 


4 

Dr. Robert E. Zellner of Orlando, president 
of the Orange County Medical Society, addressed 
the members of the Society’s Woman’s Auxiliary 
at their first meeting of the season held late in 
September. The title of Dr. Zellner’s address 
was “Working for Better and Closer Relation- 
ships with our Medical Societies.” 


Zw 

The third in a series of conferences on nurs- 
ing service has been scheduled for Jan. 27-28, 1959 
at the Seminole Hotel, Jacksonville, Fla., co- 
sponsored by the Florida State Board of Nursing, 
the Florida Nurses Association, the Florida League 
for Nursing and the Licensed Practical Nurses 
Association of Florida. Consultants expected at 


SN 
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the meeting include Mrs. Frances R. Kreuter, 
Professor of Nursing, Teachers College, Columbia 
University, and Miss Marguerite Kakosh, As- 
sistant Professor, College of Nursing, Rutgers 
University. 
Zw 

Dr. Thomas H. Bates of Lake City has been 
installed as president of the Columbia County 
Unit, Florida Division of the American Cancer 
Society, and Dr. Robert M. Sasso also of Lake 
City as medical advisor. 


aw 
Dr. Thomas D. Head of Crawfordville at- 
tended the Medical Progress Assembly and the 
dedication of the Southern Medical Association’s 
headquarters building at Birmingham, Ala., the 
middle of September. 
ya 
Drs. James A. Winslow Jr., William C. Blake 
and Hawley H. Seiler of Tampa have been ap- 
pointed members of the board of directors of the 
Florida Heart Association. Dr. Winslow will al- 
so serve as a member of the research committee. 


4 
Dr. Jere W. Annis of Lakeland, President of 
the Florida Medical Association, was one of the 


(Continued on page 586) 
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Rheumatoid Arthritis 


multiple compressed tablets 


MEPROLON 
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MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 





MEPROLONE is a trade-mark of Merck & Co., Inc. 








(Continued from page 582) 
principal speakers at the annual meeting of the 
Licensed Practical Nursing Association of Florida 
held the first of September at St. Petersburg. 
vw 
Dr. S. Carnes Harvard of Brooksville has been 
appointed a member of the State Board of Medi- 
cal Examiners by Governor LeRoy Collins. Dr. 
Harvard is First Vice President of the Florida 
Medical Association. 
y— 4 
The United States Section, International Col- 
lege of Surgeons, will hold its Mid-Atlantic Re- 
gional Meeting at the Homestead, Hot Springs, 
Va., November 17-18. The scientific program will 
consist of ten papers, two panels and a sound 
movie in color. These will cover a wide range of 
subjects, with speakers from all parts of the 
country. 
ya 
The University of Miami School of Medicine 
has received a grant from the United States Public 
Health Service for scientific equipment for its new 
research building scheduled for completion in late 
1959. Dr. Homer F. Marsh, dean, stated that the 
grant would be matched by an equal amount 
from University and other sources. 
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Dr. Hyman Sporn of Hollywood has returned 
after spending the summer in Vienna where he 
did postgraduate work at the University of 
Vienna. -—4 
Dr. Milton M. Coplan of Miami has been 
chosen as chairman of the section on urology of 
the American Medical Association. 

a 

Dr. Fred H. Albee Jr. of Daytona Beach was 
one of the principal speakers at a workshop spon- 
sored recently by the University of Georgia. The 
title of Dr. Albee’s address was “Special Problems 
in Counseling the Severely Disabled Cerebral 
Palsied.” 

ST 

Dr. Edward S. Maxey of Stuart addressed the 
members of the local Rotary Club at one of their 
recent meetings. 

Zw 

Postgraduate courses in medicine, pediatrics, 
surgery, urology and anesthesiology are being 
offered this fall and winter by the University of 
Oklahoma Medical Center at Oklahoma City. 
Information and final programs may be obtained 
from the Office of Postgraduate Education, Uni- 
versity of Oklahoma Medical Center, 801 N. E. 
13th Street, Oklahoma City, Okla: 
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COMPONENT SOCIETY NOTES | 








DeSoto-Hardee-Highlands-Glades 


The DeSoto-Hardee-Highlands-Glades Coun- 
ty Medical Society has paid 100 per cent of its 
state dues for 1958. 


Jackson-Calhoun 


Dr. William J. Knauer Jr., of Jacksonville, 
and Dr. John A. Moncrief, of Atlanta, were prin- 
cipal speakers at the annual scientific meeting of 
the Jackson-Calhoun County Medical Society held 
in Marianna early in September. Dr. Sarah M. 
Schulz, of Marianna, president of the Society, 
presided at the meeting which attracted physicians 
from the neighboring states of Georgia and Ala- 
bama. 


Marion 


The Marion County Medical Society held its 
September meeting at the Gainesville Golf and 
Country Club in Gainesville. The.program con- 
sisted of a tour through the College of Medicine, 
University of Florida, and its teaching hospital 
conducted by Dr. George T. Harrell Jr., Dean, 
and the members of his faculty. 


Sarasota 


Dr. Jere W. Annis, of Lakeland, President of 
the Florida Medical Association, was principal 
speaker at the September meeting of the Sara- 
sota County Medical Society held at Sarasota. 





MARRIAGES AND DEATHS 











Marriages 
Dr. James Imre Szabo of Orlando and Miss Mary 
Lou Nicholson also of Orlando were married there in 
September. 


Deaths—Members 


Fort, Chester A. Jr., Jacksonville.......... September 1, 1958 
Winsor, Sanford A., Pompano Beach....September 2, 1958 


Weemem, BE. C., DREAM ........0......cccccovee September 13, 1958 
Smith, DeWitt T., Gainesville.............. September 23, 1958 
Deaths—Other Doctors 
SIN TNE 15 NIE: 65 onc yive cess concede .nosesunresee August 9, 1958 

Brenner, Edward Christopher, 

MN OI ee apoio oven de sacessvosvedstioothong July 24, 1958 
Dickerson, Stephen B., Tampa ................... August 27, 1958 
Goldberg, Samuel James, Fort Lauderdale ...April 28, 1958 
Joyce, Reid P., Xenia, Ohio....................... August 16, 1958 
Lederman, Edward Isadore, Baltimore, Md.....June 7, 1958 
Redman, William M., Miami........................ April 23, 1958 
Rockman, Jacob, Miami Beach.................. March 19, 1958 
Schaff, Burnett, Coral Gables................0.0....... June 16, 1958 
Scott, Wm. Wylie, Orlando..................... September 7, 1958 
BN IN en II, gens ncncpcececsesenepesastonens June 19, 1958 
Takos, Michael J., Miami..................... September 9, 1958 
Warren, George H., Perry. ...........2.....-..0-0.0-0001 May 30, 1958 


Weinstein, David, Opelousas, La.................... June 29, 1958 
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Medical Licenses Granted 


Dr. Homer L. Pearson Jr., secretary of the 
State Board of Medical Examiners, has reported 
that of the 296 applicants who took the examina- 
tion of the Board, held June 30, 31 and July 1, 
1958 in Miami, 223 passed and have been issued 
licenses to practice medicine in Florida. The 
names and addresses of the 223 successful appli- 
cants follow: 

Adler, Philip, Detroit (U. Vermont 1953) 

Ainslie, John Durham, Gainesville (U. Calif. 1946) 
Alaia, Louis Carlo, Jacksonville (St. U. New York 1956) 
Anderson, Richard McLemore, Gainesville (Emory 1958) 
Babb, Frank Shaleen, St. Paul (U. of Western Ont. 1938) 
Bailey, Shirley Joseph, Jacksonville (M.C. Virginia 1957) 


Balent, Alvan, Ft. Lauderdale (Temple U. 1957) 
Baran, Alphonse Walter, Pontiac, Mich. (Wayne U. 1937) 


the diet is faulty, 
Baum, Robert David, Miami (U. Miami 1958) 


the appetite poor, | 
Bebout, Donald Edward, Boca Raton (Vanderbilt U. 
or the loss of food a Richard, Biloxi, Miss. (Northwestern 1955) 


Betagole, Samuel Leon, Miami Beach (Northwestern 
1922) 
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Biddy, Ralph Leo, Pompano Beach (St. Louis U. 1958) 

Blenke, Anna Mary, Miami (U. Tenn. 1957) 

Borris, Marvin, Brooklyn (New York U. 1958) 

Boyle, Playford Jr., Coytesville, N. J. (Jefferson 1954) 

Brauston, Bruce Barry, Miami (U. Miami 1958) 

Bresnick, Philip Alan, Miami (St. U., N. Y. Downstate 
Med. Cen. 1958) 

Brown, William Thomas, Miami (U. Miami 1958) 

Bruce, William Woodward, Coral Gables (U. Neb. 1939) 

Bryant, Gerald Don Nelson Jr., Durham, N. C. (Duke 
U. 1953) 

Bullard, Foster Lucius Jr., Marianna (U. Md. 1955) 

Burgstiner, Carson Bertelle, Savannah, Ga. (U. Miami 
1958) 

Burman, Don Meredith, Deer Park, L. IL, N. Y. (New 
York M. C. 1952) 

Byers, Frank Matthew Jr., St. Petersburg (Duke U. 1957) 

Callahan, George Sidney Jr., Miami (Emory 1958) 

Carr, George Thomas, Belleville, Ill. (St. Louis U. 1955) 





provides: supplementary 


| . ‘ Carrera, Frank III, Tampa (Emory 1957) 
amounts of vitamins, min 


Carroll, Maxwell Glenn, Crestview (Tulane U. 1952) 

















and soluble proteins, 
extra-dietary vitamin By, 


protective quantities of 
Y>, potassium, in a palatable and 
> «, readily assimilated form. 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 


potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA’ 


Churney, Otto Leonard, Coral Gables (Boston U. 1928) 

Clark, Warren Adams, Louisville, Ky. (U. Louisville 
1953) 

Clement, Baxter Lee, Ft. Lauderdale (U. Tenn. 1930) 

Cohen, Albert, Miami, (Ohio St. U. 1954) 

Cohen, Floyd, Amarillo, Tex. (U. Cinn. 1955) 

Colsky, Sol, Coral Gables (U. Tenn. 1956) 

Colvin, Irving Laurent, Orlando (Indiana U. 1947) 

Compton, William Andrew, Romulus, Mich. (Wayne U. 
1953) 

Connor, Gwendolyn Stone, Miami (M. C. of S. C. 1954) 

Corson, Richard Howell, Miami (Temple U. 1957) 

Courtney, Robert James, Tampa (Temple U. 1957) 

Crowell, David Lloyd, New York (U. Penn. 1943) 

Cunio, John Edgar, Miami (U. Miami 1958) 

Curtin, Victor Thomas, Arlington, Mass. (Harvard M. S. 
1953) 

D’Alessandro, Domenic Richard, Detroit (U. Penn. 1950) 

Dennis, William Paul, Esther, Mo. (U. Missouri 1957) 

Diamandis, Themistocles John, Tarpon Springs (U. Miami 
1958) 

Dimmett, Robert Preston, Boonville, Ind. (Ind. U. 1952) 

Dobbs, Olin Carl Jr., Jacksonville (M. C. Ga. 1957) 

Doody, Thomas Marshall, Harahan, La. (Loyola U. 1951) 

Drawdy, Robert Earl, Tampa (U. Miami 1958) 

Dukes, Herbert Trice, Brandon (Duke U. 1955) 

Eckley, George Morgan Jr., Wayne, Pa. (U. Penn. 1943) 

Elchos, Theodore George, Panama City (Tulane U. 1952) 

Evans, Fred Shields, Pensacola (U. Miss. 1957) 
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Improve appetite and energy 
with ample amounts of vitamins—B,, Bz, Bio. 


ag : 
sg as | 
Soi ta 


strengthen bodies with needed protein 
Through the action of |-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 

with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and By. 


; new 


WITH IRON SYRUP 











delicious pina ascot Pp : ‘ | daily. Avail in botties of 4 and 16 fi. oz. 
cherry flavor— rae et nenenenenenenesesns 
no unpleasant eens oe 


Re a Fe FD 0 6:5: 606666060060 066000450006 0600 30 mg. 


aftertaste Me aon 
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Eversole, Earl Jr., Chapel Hill, N. C. (U. Tenn. 1951) 

Fagerstrom, Charles Daniel, Eatontown, N. J. (U. Buffalo 
1955) 

Feibush, Joseph Sidney, New York (New York U. 1938) 

Felsenstein, Morton, Miami (Hahnemann 1954) 

Ferrara, Louis Vincent, Detroit (U. Chicago 1937) 

Fisher, Alvin, Biloxi, Miss. (New York M. C. 1953) 

Fisher, Harry, Homested Park, Pa. (St. Louis U. 1934) 

Fleisher, Arthur Adler II, Los Angeles (U. Miami 1958) 

Forrester, Eugene Norwood, Winter Park (Duke U. 1954) 

Fulghum, James Elijah, Jacksonville (M.C. Virginia 1931) 

Garner, Wade Hampton Jr., Sanford (U. Miami 1958) 

Geiger, William Henry, Los Angeles (U. Miami 1958) 

Gellin, Gerald Alan, Brooklyn (New York U. & Bellevue 
M.C. 1958) 

Gerber, Paul Ulysses Jr., Miami (Vanderbilt U. 1958) 

Giles, Roy Spencer, Miami (U. Miami 1958) 

Glassberg, Joseph Edwin, Miami (Queens U., Belfast 
1955) 

Goddard, Arnold Robert, Surfside (U. Amsterdam 1957) 

Gold, Donald Davis, Savannah, Ga. (M.C. Ga. 1958) 

Gordon, Herschel Wallace, Miami Beach (Temple U. 
1956) 

Graditor, Milton Harry, Hollywood, (Hahnemann 1937) 

Graupner, Robert Daniel, Sussex, N. J. (St. U. New 
York 1953) 

Grinaker, Arne James, St. Petersburg (U. Miami 1948) 

Grumer, Howard, Miami Beach (U. Miami 1958) 

Guensch, Walter Alfred, Flushing, N. Y. (New York U. 
1943) 

Gurganious, Edgar Wallace Jr., Jacksonville (U. Miami 
1958) 

Gutierrez, Albert Richard, Homestead (U. Madrid 1951) 

Hanahan, Marion Lothrop III, Dothan, Ala. (M.C. Ala. 
1954) 

Hardy, Douglas Frame, Orlando (U. Pittsburgh 1957) 

Harris, Marvin, New Orleans (U. Miami 1958) 

Hayslip, Gordon Woodrow, Boston (Bowman Gray i950) 

Heath, Hunter, New York (McGill U. 1943) 
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Hellinger, Richard Harriss, New Orleans (Northwestern 
1956 
Henderson, Neil Carlton, Atlanta, Ga. (U. Md. 1956) 
Hirschman, Jim Charles, Miami (Ind. U. 1955) 
Hoke, Axel Werner, Tampa (Bowman Gray 1956) 
Holley, Howard Lamar, Birmingham, Ala. (M.C. of S. C. 
1941) 
Honig, Alan Jay, Miami (U. Miami 1958) 
Horrell, Eugene Dale, Tampa (Temple U. 1957) 
Huckle, George Theodore, Cadillac, Mich. (U. Mich. 
1953) 
Jannotta, Frank Skiff Jr., Cradock, Va. (U. Penn. 1955) 
Jarrell, Walter Gostin, White Springs (U. Miami 1958) 
Jenkins, Wilburn Randall, Inverness (Emory 1958) 
Joannides, Minas Jr., St. Petersburg (U. Ill. 1950) 
Johnson, Albin Willard, St. Louis (Duke U. 1957) 
Johnson, Julius Traylor, Augusta, Ga. (M.C. Ga. 1953) 
Jones, Edwin Ladd Jr., Jacksonville (Emory 1958) 
Jones, James Richard Jr., Orlando (U. Ga. 1947) 
Jones, Walter Colquitt III, Miami (U. Miami 1958) 
Jordan, Steven Ernest, Ft. Lauderdale (Emory 1957) 
Justi, Raymond August, Miami (Loyola U. 1948) 
Kean, Herbert, Philadelphia (Hahnemann 1956) 
Keeler, William Henry III, St. Petersburg (Temple U. 
1952) 
Kelley, Virgil Roscoe, St. Petersburg (U. Ark. 1957) 
Kennedy, James Randall, Claxton, Ga. (M.C. Ga. 1957) 
Kiernan, Thomas Joseph, Coral Gables (Albany M.C. 
1956) 
Kimball, Sanford Garson, Miami (U. Miami 1958) 
Kledzik, Ronald Bruce, Charlottesville, Va. (U. Va. 1958) 
Korus, Hanns Claus, Miami (St. U. of Thuringia 1944) 
Kramer, Jerome Allan, Miami (U. Pittsburgh 1958) 
Krause, Seymoure, Pittsburgh (U. Pittsburgh 1943) 
Lake, Doris Elizabeth, Sanford (U. Miami 1958) 
Larson, Paul Urban, St. Louis (Washington U. 1952) 
Lasky, Albert Stephen, St. Petersburg (U. Miami 1958) 
Liebermann, Harry Max, Brooklyn (New York U. 1958) 


(Continued on page 614) 


PERFORMANCE WITH 
GREATER PERMANENCE 


IN THE MANAG 
OF DERMATOS 


(Regardless of Previot 


Confirmed by 


EMENT 
ES ..:. 


is Refractoriness 


Veli nealola-t-t-1h4-m- tale, 


eT toh Anatom cleloh ae) | 


published 


oa Dial ler-tmtaha-s-silet-tilelal-) 


yas REED & CARNRICK / Jersey City 6, New ver 


a 


. Welsh, A. L., and Ede, M.: J.A.M.A. 166:158, 1958. 
. Bleiberg, J.: J.M. Soc. New Jersey 53:37, 1956. 

. Abrams, B. P., and Shaw, C.: Clin. Med. 3:839, 1956. 
. Bleiberg, J.: Am. Practitioner 8:1404, 1957. 
..Clyman, S, G.: Postgrad. Med. 21:309, 1957. 





sey 











i ACHROMYCIN-V 


Tetracycline and Citric Acid Leder'e 


A Decision of Physicians 













When it comes to prescribing 
broad-spectrum antibiotics, physicians 


today most frequently specify 
ACHROMYCIN V. 

















lhe reason for this decided preference 
is simple. 





For more than four years now, you and 

your colleagues have had many 
opportunities to observe and confirm 
the clinical efficacy of ACHROMYCIN 
tetracycline and. more recently, 
ACHROMYCIN V tetracycline and 

citric acid. 
























In patient after patient, in diseases 
caused by many invading organisms, 






ACHROMYCIN achieves prompt control 
of the infection—and with few 
significant side effects. 







he next time your diagnosis calls for 
rapid antibiotic action, rely on 
AcHRoMmYCIN V—the choice of 







physicians in every field and specialty 


LEDERLE LABORATORIES 
a Division of 
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Peari River, New York 
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Liebling, Martin Esmond, Bethesda, Md. (Washington U. 
1955) 

Logun, Albert, Miami (U. Miami 1958) 

Lustgarten, Jack Gerald, Merrick, L. I., N. Y. (U. Iowa 
1938) 

McCann, James Walter Jr., Atlanta, Ga. (M.C. Ga. 1956) 

McFall, John Samuel Robert, Coral Gables (M.C. Va. 
1942) 

MclIlhany, Mary Lou, Lantana (Vanderbilt U. 1950) 

McLendon, Irwin Chester, Hazelhurst, Ga. (M.C. Ga. 
1955) 

McMichael, Morton, South Windham, Me. (Johns Hop- 
kins 1941) 

Malgrat, James David, Key West (Vanderbilt U. 1958) 

Mamlet, Laurence Norton, Miami Beach (U. Miami 1958) 

Manthey, Richard Gledhill, Waterloo, Ia. (G. Washington 
U. 1951) 

Martinez, Hubert Gregory, Miami (U. Miami 1958) 

Mazzeo, Vincent Paul, Brooklyn (Long Island C. M. 
1945) 

Mazzola, Nunzio Joseph, Brooklyn (Long Island C. M. 
1934) 

Mezrah, Jack Morris, Tampa (Emory 1957) 

Miller, Arthur Richard, Miami (U. Ill. 1957) 

Miller, Richard David, Miami Beach (U. Chicago 1957) 

Miller, Robert Freeman, Miami (U. Miami 1958) 

Mills, Donald Wilson, Tampa (U. Miami 1958) 

Milstein, Joseph Gerald, Miami (U. Miami 1958) 

Moore, Anthony Joseph, Riviera Beach (Tulane U. 1957) 

Moore, William Alexander III, Tampa (Creighton U. 
1946) 

Morgan, Marvin Wesley, Miami (U. Tenn. 1952) 

Morrish, James Aubrey, Oak Park, Mich. (Wayne U. 
1953) 

Murtland, Richard Lee, Chapel Hill, N. C. (Jefferson 
1950) 

Naness, Charles Haskell, Miami Beach (U. Miami 1958) 

Neller, Roth Dwight, Ft. Lauderdale (U. Miami 1958) 

Nicolai, Karl Eric, Vero Beach (Hahnemann 1957) 

Norton, Edward Walter Dillon, Miami (Cornell U. 1946) 

Noto, Thomas Anthony, Miami (St. Louis U. 1957) 

O’Connell, William Wayne, St. Augustine (Emory 1958) 

O’Leary, Richard Gibson, Jacksonville (Albany M.C. 
1954) 

Peirce, Kenneth Edward, Neptune Beach (Tulane U. 
1957 

Perry, Richard Edgar, Valdosta, Ga. (Hahnemann 1955) 

Plummer, Richard Wayne, Mobile, Ala. (U. Miami 1958) 

Polacek, Michael Andrew. Chicago (Northwestern 1957) 

Prince, John Thomas, Park Ridge, N. J. (Ohio St. U. 
1957) 

Puleo, Anthony Joseph, Ft. Gordon, Ga. (Temple U. 
1956) 

Raftery, Michael, Lantana (National U. of Ireland 1947) 

Ramey, James William, Mt. Sterling, Ky. (Duke U. 1954) 

Read, William Lee, Winter Garden (La. St. U. 1952) 

Reese, Norman Oliver, Chapel Hill, N. C. (U. Rochester 
1952) 

Reeves, John Dudley Jr., Boston (U. Ark. 1947) 

Regan, Peter Francis III, Gainesville (Cornell U. 1949) 

Reich, Theobald, New York (St. Louis U. 1951) 

Reynolds, Arthur McKinley Jr., Arlington, Va. (M.C. 
Va. 1953) 

Richardson, Joseph Bernal, Atlanta, Ga. (U. Md. 1953) 

Richardson, Kenneth Wayne, Columbus, Ga. (U. Miami 


1958) 

Roberson, George Donald, Richmond, Va. (M.C. Va. 
1958) 

Roberts, Fred Fletcher, Coral Gables (Western Reserve 
1957) 


Rockwell, Elizabeth Kitchen, Tampa (U. Mich. 1939) 

Rodensky, Paul Lewis, Miami (St. U., New York, 
Syracuse 1955) 

Ross, John Wells, St. Petersburg (U. Toronto 1923) 

Rubin, Herbert Edgar, Gulfport (U. Ill. 1936) 

Rubio, Fernando Antonio Jr., St. Petersburg (George- 
town U. 1950) 

Ryon, Dale Sanford, Miami (U. Penn. 1957) 
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Provides balanced 
nutritional values 


(@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 





SOYALAC helps solve the feeding problem of 
prematures and infants requiring milk-free diet. 


Strikingly similar to mother's milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 


Protein of high biologic value is obtained from the 
soybean by an exclusive process. 


Tree Booklet and Samples 


A request on your professional letterhead or prescription form 
will bring to you complete information, and a supply of 
samples. Please address the Loma Linda Food Company, 
Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 
ARLINGTON, CALIFORNIA + MT. VERNON, OHIO 
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Sanchez, Jose Tomas Jr., Key West (U. Miami 1958) 

Schocoff, Jack, Brooklyn (U. Miami 1958) 

Schwartz, Arthur David, Miami (Washington U. 1956) 

Seckinger, Daniel Lamont II, Miami (G. Washington U. 
1954) 

Segal, George Allen, St. Petersburg (U. Vermont 1952) 

Seropian, Diran Menas, Rego Park, N. Y. (New York 
U. 1949) 

Sheehan, Lucius Clyde Jr., Macon, Ga. (M.C. Ga. 1957) 

Shultz, Clifford James, Orlando (U. Cinn. 1955) 

Silberberg, Marvin Manuel, Miami (U. Miami 1958) 

Silverblatt, Charles William, Coral Gables (U. Ark. 1945) 

Silvius, Richard John, Miami (Temple U. 1957) 

Simon, Roy Lindner, Ft. Lauderdale (Harvard M. S. 
1929) 

Sinnott, Richard Andrew Jr., Ann Arbor, Mich. (Yale 
U. 1953) 

Slotkin, Marvin Bernard, Miami Beach (U. Tenn. 1956) 

Smith, William Jr., Oklahoma City (M.C. Ga. 1951) 

Smith, William Noble, Crummies, Ky. (U. Tenn. 1951) 

Sobel, Harold John, Jacksonville (Chicago M.S. 1954) 

Sokoloff, Burton Zelig, Miami (St. Louis U. 1958) 

Spoont, M. Lawrence, Philadelphia (Northwestern U. 
1956) 

Staudt, Charles Edward, Bartow (U. Buffalo 1947) 

Stead, William White, Gainesville (Emory 1943) 

Stokley, Samuel Peter Hansen, Atlanta, Ga. (U. Miami 
1958) 

Storey, Ben Charles, Tampa (Ind. U. 1958) 

Strasser, Hans Adrian, Kissimmee (Columbia U. Coll. 
P & S 1935) 

Sugar, Max, New Orleans (U. Toronto 1948) 

Swords, Jack Kenneth, Miami (U. Miami 1958) 

Taubel, Louis Edward, Ft. Lauderdale (U. Penn. 1929) 

Taylor, Paul Worden Jr., Opa Locka (U. Rochester 


1953) 

Taylor, William Jape, Allison Park, Pa. (Harvard M.S. 
1947) 

Tirman, Wallace Samuel, South Bend, Ind. (Long Island 
C. M. 1937) 


Truitt, Robert Bulkeley, Miami (Northwestern U. 1952) 

Vnuk, Wallace John, Jacksonville (U. Nebr. 1951) 

Volinski, Thomas Joseph, Philadelphia (Temple U. 1953) 

Walklett, William Donald, Atlanta, Ga. (Emory 1958) 

Warner, Charles Ernest, Holly Hill (Duke U. 1958) 

Waters, Dean Gale, Augusta, Ga. (Johns Hopkins 1956) 

Watson, Allen Smith Jr., Miami (Loyola U. 1957) 

Webster, Raymond Harris, Memphis, Tenn. (U. Tenn. 
1958) 

Weiss, Malcolm Howard, Miami Beach (Chicago M.S. 
1958) 

White, Richard Harold, Miami (U. Miami 1958) 

Wilber, Robert Harold, Jeffersonville, Ind. (U. Louisville 
1958) 

Wilder, Buna Joe, Coral Gables (Duke U. 1955) 

Winokur, Paul Arthur, Cranford, N. J. (Vanderbilt U. 
1951) 

Winter, Thorne Sherwood III, Atlanta, Ga. (Harvara 
M.S. 1958) 

Wolcott, Mark Walton, Coral Gables (U. Penn. 1941) 

Woodbury, Ralph Fairfield, Detroit (Wayne U. 1956) 

Woodward, Edward Roy, Gainesville (U. Chicago 1942) 

Wruble, Lawrence David, Miami Beach (U. Tenn. 1958) 

Zawisza, Raymond Joseph, Miami (Georgetown U. 1956) 





First Annual Conference 
County Medical Society Presidents 
and Secretaries 
December 14, 1958 
Sellers Auditorium, Jacksonville 
Sponsored by Florida Medical Association 
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now—an antibiotic troche that 








The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 

Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 
The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 

PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


Pentazets 


antitussive—antibiotic -anesthetic—analgesic troches 


ie) Bm MERCK SHARP & DOHME 

M .. Inc., PHILADELPHIA 1, PA. 
Dosage: Three to 5 troches daily for 3 to 6 days. DIVISION OF MERCK & CO.. Inc LADEL! 
Supplied: In vials of 12. 


PENTAZETS is a trademark of Merck & Co., Inc. 7 
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BOOKS RECEIVED 














Clinical Obstetrics and Gynecology; Volume 1, 
Number 2, Toxemias of Pregnancy, edited by Louis 
M. Hellman, M.D., and Fibromyomas of the Uterus, 
edited by Robert A. Kimbrough, M.D. Pp. 295-544. 
Price, $18.00 by subscription for four consecutive numbers. 
New York, Paul B. Hoeber, Inc., 1958. 


This second volume (June 1958) of a new quarterly 
book series, started last March and entitled Clinical 
Obstetrics and Gynecology, follows the basic structure of 
two symposiums per issue, one on a subject of clinical 
interest in obstetrics and one in gynecology. There are 
31 distinguished contributors. The subjects presented 
in the symposium on Toxemias of Pregnancy are: funda- 
mental aspects of fluid metabolism, fluid and electrolyte 
metabolism in toxemia of pregnancy, the renal excretion 
of sodium in women with preeclampsia, peripheral vascu- 
lar bed in toxemia, circulation of the brain in toxemia, 
the uterine circulation in toxemia, pathology of the 
placenta in toxemia, endocrine aspects of toxemia, pro- 
phylaxis against toxemia, treatment of eclampsia and 
preeclampsia, renal disease and hypertension in pregnancy, 
and causes of maternal death in toxemia. Those covered 
in the symposium on Fibromyomas of the Uterus in- 
clude: symptoms and signs of fibromyomas of the uterus, 
uterine adenomyosis and adenomyoma, benign and malig- 
nant changes in uterine myomas, effects of uterine myomas 
on the urinary tract, general considerations in the treat- 
ment of myoma uteri, radiation therapy for myoma 
uteri, myomectomy, vaginal hysterectomy for uterine 
myomas, technique of vaginal hysterectomy for myomas 
uteri, abdominal hysterectomy for uterine myomas, 
uterine fibromyomas and sterility, and myoma uteri asso- 
ciated with pregnancy. 


Stedman’s Medical Dictionary. Edited by Nor- 
man Burke Taylor, V.D., M.D., F.R.C.P.(Can.) M.R.CS. 
(Lon.), in collaboration with Lieut. Col. Allen Ellsworth 
Taylor, D.S.O., M.A., Classical Editor. Pp. 1656. Price, 
$12.50. Baltimore, The Williams & Wilkins Company, 
1957. 


This nineteenth revised edition of Stedman’s Medical 
Dictionary includes words used in medicine with their 
derivations and pronunciation including dental, veterinary, 
chemical, botanical, and other special terms; anatomical 
tables of titles in general use, the terms sanctioned by 
the Basle Anatomical Convention; the new British ana- 
tomical Nomenclature; nomina anatomica, revised by the 
Fifth International Nomenclature Congress of Anatomists; 
pharmaceutical preparations official in the United States 
and British Pharmacopeias or contained in the National 
Formulary; and biographical sketches of figures in the 
history of medicine. Several thousand of the new medical 
terms created since the last revision four years ago are 
included in the new edition. A number of illustrations 
have been added and many of the old ones redrawn. The 
names of pharmaceutical preparations have been changed 
from Latin to English in conformity with the latest 
editions of the United States and British- Pharmacopeias. 


The Essence of Surgery. By C. Stuart Welsh, 
M:.S,. M.D., Ph.D., and Samuel R. Powers, Jr., A.B., M.D., 
M.Sc.D. Pp. 320. Illus. 50. Price, $7.00. Philadelphia, 
W. B. Saunders Company, 1958. 


In this most unusual delineation of the fundamental 
concepts of Surgery the authors succeed in exposing a 
basic framework of universally useful principles that do 
not change. They set forth as a primary thesis the idea 
that all surgical management measures are merely vari- 
ations of fixed principles. The variations are dependent 
upon type of injury, anatomic location of injury and 
state of the body. The same principles of treatment apply 
whether a condition involves neuroscurgery or gyneco- 

(Continued on page 622) 
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Aluscop 


CAPSULES 
ANTICHOLINERGIC + ANTISECRETORY + ANTI-ENZYME + ANTACID 


with medital yolent 


Aluscop capsules, a unique preparation 
equally as effective as the liquid form, pro- 
vide rapid and prolonged relief of pain, dis- 
comfort and dysfunction in the management 
of peptic ulcer, hyperacidity, gastro-intestinal 
spasm or hyperirritability. 


Aluscop TREATS THE ENTIRE 
DYSPEPTIC SYNDROME 


o Methscopolamine nitrate —the 
most potent antisecretory agent—35 times 
that of atropine sulfate, inhibits gastricacid 
secretion and acts as a “medical splint" 
through its viscera! antispasmodic action. 


e Dihydroxy aluminum aminoac- 
etate and magnesium hydroxide 
—two of the most effective antacids—exert 
dual action without constipating effect. 


e Sodium lauryl sulfate—apepsinin- 
activator—minimizes pepsin erosion and 
further destruction of tissue to hasten 
healing of lesions. 


Composition: 1 tablespoonful (15 cc.) of suspen- 
sion or 2 capsules contain: methscopolamine nitrate 
2.5 mg., dihydroxy aluminum aminoacetate 900 mg., 
magnesium hydroxide 75 mg., and sodium lauryl 
sulfate 40 mg. 

Dosage: 1 tablespoonful or 2 capsules after each 
meal and at bedtime, as required. 


Supplied: Bottles of 100 capsules and 12 oz. of 
suspension. 





Lloyd, Dabney & Westerfield, Inc. 


Cincinnati, Ohio 
Fine Pharmaceuticals Since 1894 
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(Continued from page 618) 

logic surgery. By reducing all injuries to (1) loss of body 
tissue, (2) loss of body fiuids and (3) infection, they 
approach surgical injuries from this limited point of 
view, making many previously obscured problems become 
more simplified and manageable. Because of this same- 
ness in all acute injury, an understanding of the funda- 
mental corrective measures is a vital prerequisite before 
going on to specific variations of treatment methods. The 
fundamentals are beautifully spelled out in this book. 

The section on Fluid and Electrolyte is one of the 
most lucid ever published. Among the many hints and 
helps in operative technic are unusual suggestions on tis- 
sue handling, manipulation of instruments and sutures. 
Emphasis is placed on the important role of nonoperative 
surgery and the increasing interest in the problems of 
surgical infection. Separate chapters illuminate significant 
aspects of Physiologic Surgery and of Anesthesia. Stu- 
dents, surgical residents, surgeons and general physicians 
doing some operative work should all find this book a 
remarkable new tool for understanding surgery. 


Hospital Accreditation References. Pp. 136. 
Price, $3.25. Chicago, American Hospital Association, 1957. 

The need for a comprehensive collection of accredi- 
tation literature for use as a reference by those seeking 
specific information about the hospital accreditation pro- 
gram has long been apparent. One of the most useful 
instruments yet devised for improving hospital care, this 
program has become most influential as a potent force 
in encouraging good hospital care. As such it is the 
strongest arm of freedom for the voluntary hospital 
system. As a part of this program, the American Hospital 
Association has rendered timely and important service by 
publishing this volume of accreditation references. It 
contains only official expressions of the Joint Commission 
on Accreditation of Hospitals as they have appeared in 
print or in unpublished correspondence. The book is 
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arranged by subject following the pattern of the Standards 
for Hospital Accreditation. Thus, everything the Com- 
mission has to say about governing boards, medical 
staff organization, medical records, pharmacy, et cetera, 
can be found readily in this volume under the appropri- 
ate heading. 


Emergency Treatment and Management. By 
Thos. Flint, Jr., M.D. Ed. 2. Pp. 539. Price, $8.00. Phila- 
delphia, W. B. Saunders Company, 1958. 

This book offers the physician ready assistance in cop- 
ing with the sudden accident and the unexpected medical 
crisis. It covers practically every medical emergency re- 
quiring a quick decision and fast action, and the topics 
are listed and indexed alphabetically for speedy reference. 
Instructions on therapy are simple, precise and thorough. 
An introductory section on General Medical Principles 
and Procedures offers help in handling barbiturate and 
narcotic prescriptions, blood alcohol tests, rape and 
assault cases, suicide, serum sensitivity and tetanus im- 
munization. The second section on Emergency Treatment 
of Specific Conditions covers over a hundred emergency 
situations ranging from abrasions and contusions to 
coronary attacks and psychiatric emergencies. The third 
and final section on Administrative, Clerical, and Medi- 
colegal Principles and Procedures presents needed infor- 
mation on abandonment, birth and death certificates, 
court testimony, emergency case logs, malpractice, oper- 
ative and treatment permits, photography of patients, 
release of information, release from responsibility, report- 
able diseases, public liability cases and responsibilities of 
the physician treating emergency cases. This practical 
section can be most helpful in protecting the physician 
from negligence suits in handling emergency cases. 

This new second edition offers numerous new and 
revised methods for emergency treatment of barbiturate 
intoxication, cardiac arrest, cold injuries, diving injuries, 
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security. Other innovations on the table include ad- 
justable chrome legs for leveling or raising the table. 
The usual features of Hide-A-Roll, treatment basin 
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asopressor resistant shock and arterial damage. The 
rreatly expanded section on Pediatric Emergencies em- 
yhasizes those conditions in which there is a decided 
lifference in treatment between children and adults. Many 
recently developed fungicides and insecticides are included 
in the section on Poisonings, and there is a new and 
simplified discussion of the potential emergencies likely 
to arise from nuclear warfare. This handy volume should 
be most useful to any physician. 


Healthful School Living. A Report of the Joint 
Committee on Health Problems in Education of the 
National Education Association and the American Medi- 
cal Association with the cooperation of contributors and 
consultants. Editor, Charles C. Wilson, M. D. Pp. 323. 
Price, $5.00. National Education Association and American 
Medical Association, 1957. 

Healthful School Living completes a trilogy of 
publications relating to the school health program 
which began with Health Education, published in 1924 
with subsequent revisions in 1930, 1941 and 1948, and 
was continued with School Health Services in 1953. These 
three works complement one another in supplying teach- 
ers, school administrators, physicians, dentists, nurses, and 
others concerned with the health of the school child, with 
a synthesis of medical and educational viewpoints. 

This particular volume emphasizes solutions to health 
problems affecting pupils as they live and learn at school. 
Useful information is gathered here on such matters as 
school housekeeping, the prevention of accidents, water 
supply and waste disposal, heating, ventilating, and light- 
ing. Chapters are included on the health aspects of the 
school lunch, school building construction, and physical 
education. There are significant suggestions for teachers 
and administrators on health problems involved in the 
organization of the school day, the health implications of 
various classroom procedures, and the special needs of 
rural schools. Here is presented in an integrated manner 
the consensus of present-day leaders in education, medi- 
cine, public health, engineering, architecture, nutrition, 
safety, and related fields. 


Cortisone Therapy: Mainly Applied to the Rheu- 
matic Diseases. By J. H. Glyn, M.A.(Cantab.), M.D., 
M.R.C.P., D.Phys.Med. Pp. 162. Price, $10.00. New 
York, Philosephical Library, Inc., Publishers, 1957. 

This work is the result of several years of intensive 
study in this country and England of the use of Cortisone 
and its associated drugs, primarily in the treatment of the 
rheumatic diseases. The author discusses from practical 
experience the relative values of Cortisone, Corticotrophin, 
Hydrocortisone, Prednisone and Prednisolone. The effects 
of treatment, the advantages and disadvantages, the 
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indications and contraindications, the technic of with- 
drawal, are analyzed, and a broad general picture is 
produced which should be of great value to everyone 
undertaking treatment with these new and powerful 
preparations. Special chapters are devoted to local therapy, 
and an appendix describes in detail the technics for intra- 
articular and soft tissue injections from the anatomic 
point of view. The book also contains a review of steroid 
therapy in general medical, dermatologic and ophthalmo- 
logic conditions. 


A Guide to Human Parasitology for Medical 
Practitioners (Blacklock and Southwell). Revised 
by T. H. Davey, O.B.E., M.D. (Belf.) ; D.T.M. (Liver.). 
Ed. 6. Pp. 222. Illus. 119. Price, $7.00. Baltimore, 
The Williams & Wilkins Co., 1958. 

As with previous editions, this sixth edition of this 
useful manual is intended for the practitioner who, from 
time to time, will need to make a diagnosis in diseases 
caused by animal parasites, and also for students of trop- 
ical medicine, tropical hygiene and public health. It is 
designed particularly for those who have no laboratory 
near them at which parasitologic diagnosis is undertaken. 
Here are to be found the salient features of the common 
pathogenic parasites of man, in any climate, presented 
in a simple and concise way, and the methods of diag- 
nosis are rapid and easily learned. This new edition 
contains brief descriptions of Toxoplasma and Isospora, 
some parts of the text have been rearranged, the diagrams 
of life histories of the helminth parasites have been 
grouped according to the mode of entry into the human 
body, and a new diagram of the life history of the 
malaria parasite replaces the previous one. 
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